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no other valve equals the 


PURITAN 
leakproof anesthetic-gas 


CYLINDER-VALVE.. 


for 
POSITIVE SAFETY 
PURITY -PROTECTION 


EASY OPERATION AND 
ECONOMICAL USE 
OF CONTENTS 


Here are the supporting facts: 


This Puritan flush type valve is especially 
designed to dispense gases that liquefy 
under pressure... 


It is completely leakproof because the valve ¥ 7 
contains no packing and therefore requires no | 
adjustment. This also assures complete purity since F 
no packing or lubricant comes in contact with Ay 
the contents. 


In. addition, this Puritan valve opens or closes 
quickly and easily with just one complete turn. 
Users of Puritan Maid anesthetic gases thereby 
realize a more economical use of the contents. 


uritan 


COMPRESSED GAS CORPORATION 
SINCE 1913 


KANSAS CITY 8.MO. 


PRODUCERS OF MEDICAL GASES 
AND GAS THERAPY EQUIPMENT 


The Journal of the American Association of Nurse Anesthetists is published quarterly by the 
American Association of Nurse Anesthetists, 130 E. Randolph St., Chieago 1, Ill. Entered as second 
class matter, May 14, 1945, at the post office at Chicago, Ill., under the act of March 3, 1879. 

- Address all communications relative to editorial and advertising matters to the Editor, A.A.N.A., 
130 E. Randolph St., Chicago 1, Ill. Subscription prices: to members, 50c a year; to nonmembers 
and institutions $1.50 a year; single copies, 50c. The opinions expressed in the columns of the 
Journal are those of the contributors and are not to be construed as reflecting the views of the 
American Association of Nurse Anesthetists. 
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MINIMETE r /for accurate dosage 


Minimeter* 
reduces... 
_ drop size 
i to 60 drops 
per for 
critical 
drug or 
MEAD JOHNSON'S COMPLETE FLUID THERAPY PROGRAM 


SOLUTIONS 


Standard + Amigen® + Homeolytes® + Levugen® 


EQUIPMENT 


solution sets + blood sets and bottles 


SERV 


therapy guides + teaching aids 
For details write to Parenteral Division, Mead Johnson, Evansville 21, Indiana 


*Minimeter (drop size reducer, Mead Johnson) 
Patent applied for 


Mead Johnson 


Symbol of service in medicine 


| 
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FOR SELF-ADMINISTERED 
INHALATION ANALGESIA 


IN OBSTETRICS IN MINOR SURGERY IN PEDIATRICS 


*Trilene:% and the 


Brand of trichloroethylene U.S.P. (Blue) 


“Dukes University Inhaler 


3160 Model-M 


e notably safe and effective 
“Trilene,” self administered with the “Duke” University Inhaler, under proper 
medical supervision, provides nigaly effective analgesia with a relatively wide 
margin of safety. 


@ convenient to use 
The “Duke” University Inhaler (Model-M) is specially designed for economy, 
facility of handling, and ready control of vapor concentration. 


e special advantages. 


Induction of analgesia is usually smooth and rapid with minimum or no loss of 
consciousness, Patients treated on an ambulatory basis can usually leave the 
doctor’s office or hospital within 15 to 20 minutes. Inhalation is automatically 
interrupted if unconsciousness occurs. : 


“Trilene” alone is not recommended for anesthesia nor for the induction of anesthesia. Epinephrine 
is contraindicated when ‘‘Trilene’’ is administered. ,; 


“Trilene” is available in 300 cc. containers. 


Ayerst Laboratories *« New York, N. Y. ¢ Montreal, Canada 


Ayerst Laboratories make ‘‘Trilene’’ available in the United States by arrangement with Imperial Chemical 
Industries Limited. 5718 
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EART SIGNAL 
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TELECOR* 
CARDIAC MONITOR 


The Burdick Telecor provides continu- 
ous audible and visual indication of 
heart rate and rhythm. The sound 
signal may be made audible to the en- 
tire surgical team or to one member 
only, by earphones, as desired. 


The Telecor monitors in four ways: 


1. Audible tone all can hear 

2. Earphone for anesthesiologist alone. 

3. Visually with a swinging needle indicator 
4. Both audio and visual signals — 


The pocket-sized Telecor (weighing 
less than two pounds) has a power sup- 
ply of only 3 volts, which is well below 
the maximum allowable in explosive 
atmospheres. ( Par. 5-21a “Safe Practice 
for Hospital Operating Rooms,” Na- 
tional Fire Protection Association.) 
Uses two long-life batteries, easily 
replaced. 


Complete information on the new TC- 
10 Burdick Telecor Cardiac Monitor 
will be sent you on request. 


The TC-10 Telecor weighs |} pound 10'/) ounces 
and measure "3 9". Price $165. 
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SHES? SENSITIVITY 


LOW RANGE RANGE-: 
+ - SENSITIVITY i= SENSITIVITY — 


i i i 


*Based on a design by Dr. John Severinghaus, 
‘*Management of Patients During Hypothermia,’’ 
Anesthesia and Analgesia, pg. 24, February 1957 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: 
New York * Chicago * Atlanta * Los Angeles 


Dealers in all principal cities 
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OHIO CHEMICAL a SURGICAL EQUIPMENT COMPANY 
(A Division of Air Reduction Company, Incorporated) 


1400 E, WASHINGTON AVE. MADISON 10, WISCONSIN 


published in the interest of anesthesiologists and anesthetists to provide them information 
on techniques, procedures and developments in the field of inhalation anesthesia 


New Anesthesia 
Aids from OHIO 


minute volume meter 


This unit eliminates guesswork and gives a 
direct reading of the patient’s average minute 
volume. In respiratory studies not associated 


with anesthesia, the Minute Volume Meter will 


assist in diagnosis. 


In the application of the Ohio Minute Volume 
Meter during surgery, the patient’s normal mi- 
nute volume can be checked prior to the opera- 
tion or determined from data on the Radford 
Chart. After the patient has been anesthetized 
and during the surgical procedure, only a 
glance at the indicator is necessary to deter- 
mine if the minute volume is normal. For more 
details, please request Bulletin No. 4802. 


transparent canister 


The 1958 look in Ohio Chemical’s No. 18 and 
19 Absorber is a clear transparent canister. 
Surrounding the plastic canister is a fully con- 
ductive metal guard. This “guard” reduces the 
possibility of any accumulative static charge 
from building up on the Lucite surface, elimi- 
nating the prime objection to plastic material 
on an anesthesia machine. 


The new 1800-gram canister is interchange- 
able with the copper canister of the No. 18 and 
No. 19 Absorber. Tests show that this unit will 
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completely absorb all CO. for 
at least 14 hours in a closed 
circuit. An improved baffling 
system around the center tube 
reduces the wall effect and 
shows a more reliable color 
change as exhaustion of the 
soda lime occurs. For more 


details, including data on 
tests, please request Bulletin 
No. 4787. 

ohio-heidbrink 


Fluothane* vaporizer 


This vaporizer has been developed for the ad- 
ministration of Fluothane, a new anesthetic - 
agent. 


The Fluothane vaporizer is employed in the 
gas-dispensing circuit with 
semi-closed or non-re- 
breathing technique. The 
unit is similar in mecha- 
nism to Ohio Chemical’s No. 
8 Vaporizer except that the 4 Pp 
dial is calibrated in percent “Se 
Fluothane at 4 I|.p.m., total 
gas flow at 75° F. It can be 
attached to any Ohio-Heid- 
brink anesthesia machine or 
other makes of gas ma- 
chines with special adapter. 
For additional data, please 
request Bulletin No. 4810. 


ohio “‘gasloc” seal for 
small cylinders 


All of our small medical gas cylinders are now 
being supplied with a “Gasloc” seal (patent 
pending). It consists of a nylon sealing gasket | 
and a plastic dust cover. The gasket is inserted 
and retained in the valve outlet. The “Gasloc” 
seal will be replaced with a new one each time 


you return the cylinder to us for refilling. 
*Trademark Ayerst Laboratories 
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The former procedure of removing washers 
from messy tapes or envelopes is eliminated. 
Just flip off the cap and attach cylinder to the 
gas machine. Since the nylon gasket is an inte- 
gral part of the valve outlet and readily con- 
forms to the inlet of the cylinder yoke on 
tightening, a more perfect seal is obtained. 


The snap-off plastic cap protects the gasket 
and seals the outlet from dust and dirt during 
handling prior to use of cylinders. 


ohio conductive rubber now 
bears this seal... 


Clomisal 


CONDUCTIVE 


We take pride in announcing that our con- 
ductive rubber products are listed by Under- 
writers’ Laboratories, Inc., for use in hazardous 
locations. This includes all our masks, tubing, 
rebreathing: bags and. retainer straps. 


personnel conductivity meter 


To be certain that the footwear fp 


-of those entering the operating Vig 
room is conductive, a routine and 
convenient method of testing 
shoes has been instituted in most 
hospitals. 

The Ohio Conducheck is de- 
signed to make convenient tests 
of conductive footwear each time 
the wearer enters an area where 
anesthetic gases are used. The 
accurate operation of the unit 
makes it suitable for use by all 
hospital personnel. There is no 
necessity to “break surgical technique” as there 
are no buttons to push and no adjustments. 


There is no current consumed unless someone 


is standing on the instrument, and a glance 


ventilation. The de- 


‘at the scale will tell whether the shoes are safe 


to wear. For more details on the Conducheck, 
please request Bulletin No. 4803. 


New Oxygen Therapy 


Aids from OHIO 


ohio model 100 non-rebreathing 
oxygen mask an diluter 


This new mask with , 
a special oxygen di- © 
luter allows the 
tient to receive the © 
amount of oxygen 
prescribed with air 
added to make up the © 
volume required for 


sired mixture of pure 
oxygen and air from © 
a low of 40% to a 
high of 95% oxygen 
is easily adjusted with the diluter. Once a per- 
centage of oxygen concentration has been set, 
the flow may be adjusted or changed without 
affecting its concentration. — 


The face-piece of the mask is made of latex 
rubber with a soft air-cushion rim styled to 
conform to the face, free of pressure contact 
points. Dead space has been minimized, and 
resistance to the patient’s expired breath through 
the exhalation valve is negligible. 


The lightweight and easily distended breath- 
ing bag acts as a reservoir for the incoming 
oxygen and air. A safety valve in the side of the 
mask allows air to be drawn in through the 
mask in case the incoming flow is less than the 
patient’s demand. 


li aerosol therapy is prescribed, the Ohio 
“100” Mask can be quickly converted for this 
purpose. 

For further details on the non-rebreathing 
therapy mask and oxygen diluter, please request 
Bulletin No. 4768. 

Other medical divisions or subsidiaries of 

Air Reduction Company, Inc.: 
Ohio Chemical Pacific Company, Berkeley 10, 

Calif. 

Ohio Chemical Canada Limited, Toronto 2, 

Ont. 


Airco Company International, New York 17 


Cia. Cubana de Oxigeno, Havana 
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smooth induction... alone or as adjunct 


LOW CONCENTRATION—NO COUGHING —NERAVAL alone, given slowly and in 
low concentration, induces anesthesia quickly and smoothly. Coughing and 
hiccoughs may occur with high concentrations of the anesthetic, but 0.5 per 
cent in continuous drip, or 2.5 per cent solution injected slowly, generally 
avoids their occurrence. INDUCTION —Because of its rapid action, ultrashort 
duration and relative safety NERAVAL is well suited to induction of nitrous 
: oxide anesthesia. SUPPLEMENTATION—Its capacity to maintain spontaneous 
: respiration and to detoxify rapidly makes NERAVAL an excellent choice for 
“gupplementation of most any anesthetic-analgesic. PEDIATRICS—NERAVAL 
“is nearly ideal for rectally induced basal anesthesia in young children be- 
cause it allows the maintenance or early return of spontaneous respiration. 


control...no roller-coaster effect 


STEADY ANESTHESIA—In low concentrations NERAVAL easily maintains hyp- 
nosis in patients under regional anesthesia. The roller-coaster effect so 
often seen with thiopental or thiamylal is absent. Easy control assures that 
‘quick procedures may be done with less anesthetic “juggling.” 


ultrashort-acting... fewer side effects 


Except when used to induce anesthesia or to supplement appropriate anes- 
_ thetic-analgesics, NERAVAL is best in operations of short duration. Since the 
agent is very rapidly utilized, there is hardly any accumulation. The patient 
recovers, usually completely, within about 30 minutes. Fever, headaches, 
dizziness, nausea and vomiting are seen less frequently than with other 
thiobarbiturates and it takes relatively higher concentrations than with 
thiopental or thiamylal to produce them. 


“PACKAGING: NERAVAL Sodium Sterile Powder: vials of 1 and 2 Gm., boxes of 
6 and 25; vials of 5 Gm., boxes of 1 and 25. 


Reprints available on request 1. Boone, J. D.; Munoz, R., and Dillon, J. B.: Anesthesiology 17:284, 1956. 2. Zima, 
-O.; von Werder, F., and Hotovy, R.: Anaesthetist 3:244, 1954. 3. Fitzpatrick, L. J.; Clarie, D’A., and Mersch, M. 
A.: To be published. 4. Blake, M. W., and Perlman, P. L.: J. Pharmacol. & Exper. Therap. 117:287, 1956. 5. Ayd, 
_F. J., Jr.: Neraval: A new anesthetic for electro-convulsive therapy, paper presented at Ann. Meet., Electro- 
shock Research Association, Chicago, Il., April 29, 1956. 6. Irwin, S.; Stagg, R. D.; Dunbar, E., and Govier, W. 
; M.: J. Pharmacol. & Exper. Therap. 116:317, 1956. 7. Reifferscheid, M., and Dietmann, K.: Deutsche med. 


" Wehnschr. 79 :638, 1954. 8. Dietmann, K.: Deutsche med. Wchnschr. 79: 1748, 1954. 
@ERAVAL® brand of methitural sodium. Sehering 


In ATHENS, too, Pentothal serves daily... 


Time and time again throughout 
the years, Pentothal Sodium has 
proved itself to be the favored 
intravenous anesthetic in count- 
less surgical procedures. Pento- 
thal’s versatility is documented by 


24 years of use and over 2800 
published world reports . . . a rec- 
ord of sureness and safety unsur- 
passed by any other intravenous 


anesthetic. Do you 
have our literature? Obbott 


Unmistakably the world’s most widely used and studied intravenous anesthetic 


PENTOTHAL Sodium 


(Thiopental Sodium for Injection, Abbott) rr 
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From One Source 


for 


© NATIONAL CYLINDER GAS 
Division CHEMETRON CORPORATION 
840 N. MICHIGAN AVE. CHEMETRON / 


CHICAGO 11, ILLINOIS 
© 1958, CHEMETRON CORPORATION 


«++ @verything on one 
monthly statement! 


THERAPY OXYGEN 

U.S.P. oxygen in all standard cylinder sizes, 
or in bulk supply units for piped systems. 
Distributed through NCG district offices in 
56 principal cities and through authorized 
NCG dealers . . . in the manner that is most 
convenient for you. 


MEDICAL GASES 

Oxygen, Oxygen-CO, Mixtures, Helium, 
Helium-O, Mixtures, Carbon Dioxide, 
Nitrous Oxide, Ethylene, Cyclopropane. 


TENTS AND CANOPIES 

The famous P/ymouth® Oxygen Tent, the 
new Plymouth Jr. Oxygen Tent with built-in 
nebulizer, the Iceless Oxygen Tent, and a 
wide choice of permanent-type, semi-per- 
manent, or disposable tent canopies. 


NEBULIZERS 

The definitive line of nebulizer units and 
nasal equipment for high-humidity oxygen 
therapy. In NCG nebulizers, 97% of the 
particles nebulized are 3 microns or less in 
diameter. | 


MASKS AND CATHETERS 

Face masks, tracheotomy masks, laryngec- 
tomy masks, catheters, cannulas, connect- 
ing tubings in permanent or disposable type 
plastics. 


REGULATORS 

Precise performance at low cost, with all 
the great construction features that make 
NCG regulators outstanding for long,. 
trouble-free service. 


ACCESSORIES 

Oxygen analyzers, tubing splicers, connec- 
tors, needle valves, liter gauges, adaptors, 
wrenches, cylinder trueks, cylinder stands 
... everything you need for complete and 
effective inhalafion therapy service. 


RESUSCITATORS 

For use with piped oxygen systems, and all 
standard regulators and cylinders. Portable 
models for ambulance service. Floor stand 
models for emergency use throughout the 
hospital. 
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In diagnostic or surgical procedures, suritaL sodium provides maximum conven- 
ience for the surgeon and for the anesthesiologist without sacrificing the safety 


or comfort of the patient. suritat sodium offers the OR team and the patient these 
specific advantages: rapid, smooth induction - evenly sustained surgical plane of anesthesia 


prompt, pleasant recovery - laryngospasm and bronchospasm reduced in frequency and severity 


Detailed information on suritat sodium (thiamylal sodium, Parke-Davis) is available on request. 


FOR THE OR TEAM AND THE PATIENT...SAFETY, COMFORT, CONVENIENCE 


ultrashort-acting intravenous anesthetic 


SURITAL 


| sodium 
PARKE, DAVIS & COMPANY : [P): DETROIT 32, MICHIGAN 


351586 


* 
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Anesthesia and Burns 


Albert S. Black, Jr., M. D. * 


Omaha, Nebraska 


A burn is caused by thermal, ~ 


chemical, electrical means or by radi- 
ant energy. It is difficult for us to 


realize that today, in the United — 


States, the burn death rate is in 
fourth place among all accidental 
causes of deaths. Still more vivid is 
the fact that in our country each 
vear there are over seven, thousand 
deaths from burns and over forty- 


five per cent of these deaths are in. 


children under six years of age. There 
are 10 patients hospitalized for every 
burn death, or 70,000 yearly, occupy- 
ing 6,000 beds. These figures must 
be lowered by prophylaxis. Fifty to 
seventy per cent of the deaths could 
be prevented by the improved knowl- 
edge with respect to early and active 
treatment of the severely burned 
patient. 3 

The adequate care and functional 
rehabilitation of a person who has 
been severely burned is a task of 
great surgical magnitude. The sur- 
geon who knows all there is to know 
about burns and their consequences 
knows most of what there is to know 
about surgery. A severe burn stands 
out at once as the most formidable 


physiological disaster and _ surgical 


Presented at the Institute for Nurse Anes- 
thetists, Omaha, Nebraska, January 21, 1958. 

*Associate Professor of Plastic and Recon- 
structive Surgery, Creighton University, Oma- 
ha, ‘Nebr. 


tragedy known to medicine. A burn, 


‘unlike many other misfortunes of 


man, is no respector of tissue; kind, 
size or nature of the organ. All tissues 
will burn and burn pretty much alike 
and there is no immunity or resist- 
ance. A severe burn is a physiological 
disaster because the body can com- 


pensate for such a major insult only 


to a point, beyond which death en- 
sues. 

In this troubled world of today the 
fact must be faced that, within a 
relatively few minutes, any great 
population center may become crowd- 
ed with burn casualties from a 
bombed area. Since many of these 
unfortunate individuals would have 
very extensive burns, teams must be 
alert and aware of the problems pre- 
sented, as well as the management 
that must be carried out. 


TREATMENT 


The success of burn therapy, as in 
no other clinical situation, depends 
upon the sum total of the individual 
contributions of each member of a 
surgical team: surgeons, anesthetists 
and nurses. The prevention and treat- 
ment of shock, the preparation of the 


-burn surface for grafting, the out- 


come of these operations, the relief 


of pain from frequent necessary 


dressings,, and the maintenance of 
nutritional requirements, all depend 
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upon team effort. The role of the 
anesthetist in such surgical teams 
and his approach to the burn prob- 
lem is dictated by his peculiar knowI- 
edge with respect to all of the prob- 
lems encountered by the surgeon 
treating burns. 


Our first consideration of a se- 
verely burned individual is directed 
toward the extreme restlessness and 
anxiety which must be relieved. Ac- 
curate evaluation must be made, 
however, before administering nar- 
cotic drugs, that this restlessness and 
apprehension is the result of pain and 
not the result of tissue anoxia. Seda- 
tive drugs must be used very care- 
fully and their effect accurately 
measured. It is not unusual for a se- 
verely burned individual to have re- 
ceived a generous dose of opiate be- 
fore he is admitted to the hospital. 
This must be evaluated and addi- 
tional medication withheld depending 
upon the initial dose received and its 
effect upon the patient. 


Once the apprehension, anxiety 
and restlessness have been ascer- 
tained as not due to tissue anoxia, 
then the administration of morphine, 
I believe, is indicated. Morphine is 
better than Demerol® because there 
is less depression. This should be 
given intravenously, 8.0 mgm. in 8.0 
cc normal salt solution, slowly, rather 
than subcutaneously or intramuscu- 
larly because of the likelihood of the 
peripheral circulation being slow or 
inactive, in which event the injection 
will not relieve the symptoms and 
additional doses be given. Not until 
the peripheral circulatory status has 
been improved will the cumulative 
effect of the narcotic be evident and 
then a much greater effect than 
necessary, even to the danger point, 
and at a time when it is not needed. 
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Later on, when the peripheral circu- 
latory status has been re-established 
by effective shock therapy, morphine 
may be given by the subcutaneous 
route. Minimal dosage of morphine 
is indicated because larger amounts 
do not increase the analgesia but do 
add to the ever-threatening respira- 
tory depression. If the initial dose of 
morphine does not seem to have 
much effect, further intravenous ad- 
ministration should not be given for 
at least twenty minutes and during 
this period of waiting it may become 
evident that the restlessness and ap- 
prehension are due to the severity of 
the injury and not the tissue anoxia. 


Occasionally, I have used the in- 
travenous injection of nembutal to 
control the apprehension and fear in- 
duced by the extent and type of in- 
jury which is so fear-producing in 
most individuals with an actual hys- 
teria resulting. Here, again, one | 
must be cautious not to use an over- 


dose or the more serious state of 


hyperactivity may result. The longer 
acting barbiturates eliminated by the 
kidney are best avoided because of 
the oliguria or actual anuria some- 
times developing in the severely 
burned individual. 


HYPOXIA 


The most significant cause of rest- 
lessness, to my mind, is that resulting 
from hypoxia. Treatment of this 
should take precedence over all other 
forms of therapy. Cerebral hypoxia 
may be caused by a decreased circu- 
latory blood volume or by an im- 
paired respiratory change. Humidi- 
fied oxygen should be administered 
promptly to all extensively burned 
patients by catheter, tent or mask. I 


believe that everyone is in agreement 


today that tissue anoxia converts 
shock from a reversible process to an 


| 
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irreversible one. Anoxia is also the 
most common cause of anesthetic 
complications. 


SHOCK. 


Awareness of its likelihood, dedi-. 


cation to its recognition and prompt 
treatment are fundamental to all good 
anesthetic states. It follows there- 


fore, that the anesthetist is uniquely | 


equipped by training and experience 
to advise on the treatment of shock 
following burns. In addition to the 
correction of the etiological factor, 
the treatment of shock should be 
aimed at easing the burden by in- 
creasing the available oxygen supply 
as already indicated, by improving its 
transport to the tissues and by re- 
ducing the oxygen demands of these 
tissues. 


After a severe burn, fluid is lost 


and red cells are hemolyzed in pro- 
portion to the extent and depth of 
the burn. These losses initiate pri- 
mary shock which ‘so insidiously de- 
velops into secondary shock, and 
- correction by replacement of blood 


' and fluid is urgent if we are to pre- 


~ vent this shock from becoming irre- 
versible. Today I believe that it is 
generally agreed by all surgeons 
treating burns, that to replace the 
lost fluids of severe burns with whole 
blood, given early, is favored over 
any other type of replacement. The 
only reason for not giving whole 
blood immediately is that it might 
not be available, in which case, of 
course, plasma and plasma expanders 
would have to be employed until 
whole compatible blood is available. 
In an exténsive burn the resulting 
massive hemolysis and the loss of 
hemoglobin reduce the total oxygen 
capacity of the circulating blood to 
dangerous levels and present an im- 
mediate grave prognosis, especially in 
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the very young and the very old. The 


hemoglobin loss can be replaced only 


by the transfusion of whole blood. 
The use of whole blood, however, 
should be restricted to the extensive 
burn. Whole blood is also important 
two or three weeks after the burn to 
correct the often present secondary 
anemia which, if allowed to persist, 
upsets the general metabolism of the 
patient and delays or prevents the 
acceptance of skin grafts. | 


In estimating the amount of whole 
blood to be given initially to the se- 
verely burned patient, I like to follow 
the rule of 0.5 cc. to 1.0 cc per kilo- 
gram body weight, per per cent of 
area burned. This amount of blood is 


estimated for a twenty-four hour 


period and based upon the adminis- 
tration of Ringer’s solution as 1.5 cc. 
per kilogram body weight per per 
cent of the area burned. This, in the 


severe burn, is calculated on a maxi- 


mum percentage burn of fifty per 
cent, or 4,000 cc total. Otherwise, 
the problem accompanying excessive 
fluid administration will be encoun- 
tered in the sixty, seventy or eighty 
per cent burned patient. This total 
twenty-four hour amount of blood 
and electrolytic fluids given is di- 
vided in half. The first half is given 
during the first eight hours, the sec- 
ond half given during the remaining 
hours. | 


The administration of whole blood 
during the first eight hours in the 
severely burned patient is similar to 
the administration of insulin to the 
patient in diabetic acidotic coma in 
which it is difficult to give too much. 
Rather, the tendency has been, tragi- 
cally, the administration of too little, 
too late and secondary shock becomes 
irreversible. I find a helpful rule is 
not to allow the hemoglobin or the 
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pulse rate to go much above 100. If 
the hemoglobin and the pulse rate 
climb above 100, then the adminis- 
tration of the parenteral blood and 
fluids is not rapid enough or is an 
inadequate amount. Also, if patients 
are able, they should not be permit- 
ted to drink ordinary tap water. 
Moyer! has clearly pointed out the 
fallacy of allowing ordinary drinking 
water which will produce water in- 
toxication with its attendant sodium 
deficiency. Symptoms of nausea, vom- 
iting, restlessness, delirium, muscular 
twitching and convulsions ensue and 
will insult the already severely 
burned patient. In place of this, I 
like to use Hartman’s solution to 
which has been added an_ equal 
amount of water and administered 
with chips of ice in as large amount 
as the patient will tolerate. Interest- 
ingly enough, this potion, which is 
unpleasant to our taste, is eagerly 
consumed by the young and the old 
burn victims alike. 

The immediate need for fluid and 
blood replacement must not blind 
any of us to the fact that anoxia, 
present in severe burn cases, may be 
initiated by one or more routes in 
addition to the decrease in the oxygen 
catrying capacity of the patient’s 
blood. Oxygenation of the tissues de- 
pends upon the integrity of several 
interdependent systems, impairment 
of any one of which is possible in a 
burn and will, in turn, affect all 
others. Each system must be care- 
fully assessed if anoxia is to be re- 
lieved. 


RESPIRATION 
Airway obstruction is a common 


condition found in the severely 


burned patient. The mouth, nasal 
pharynx and larynx should be ex- 
amined and any foreign material 
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removed. Laryngeal edema is fre- 
quently present in burns, especially 
of a blast or flash nature, and inter- 
feres with the maintenance of a nor- 
mal airway. Indeed, a tracheotomy 
may be necessary in these persons. 
Partial obstruction during inspiration 
will precipitate pulmonary edema in 
burned patients who already have in- | 
creased capillary permeability. Limi- 
tation of respiratory excursion is 
frequently seen in the severely burn- 
ed patient. The actual location of the 
burn may result in conscious or un- 
conscious effort on the part of the 
patient to restrict motion of the chest 
and in the presence of respiratory de- 
pression, opiates and_ barbiturates 
may add to the inadequate respira- 
tory excursion. Tight pressure band- 
ages about the chest must be loos- 
ened. 


Oxygen administration is best 
given, I believe, through an intrana- 
sal catheter with holes in its terminal 
end to disperse the gas and prevent 
the tube impinging constantly against 
one spot. This catheter should be se- 
cured over the nasal bridge and fore- 
head, and the oxygen cylinder hu- 
midifier and connections carefully 
checked to make certain all are in 
working condition. Oxygen is de- 
livered through the humidifier, usu- 
ally at two to three liters a minute, 
and once every twelve hours the 
catheter should be removed, cleansed 
and replaced through the opposite 
nostril. It is by this attention to de- 
tail, that one can be certain that the 
oxygen is being given as a therapeutic 
measure, not as following-a_ useless 
and even harmful routine. 


The tendency in recent years has 
been to simplify the local treatment 
of extensive burns and place our em- | 
phasis upon the measures, some of 
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which have been noted above, to 
combat shock and dehydration, to re- 
store the circulating blood volume, to 
correct protein and clectrolye imbal- 
ance, to provide nutritiondl require- 
ments and to counteract infection. 


HANDLING OF PATIENT 


There is no time when gentleness 
and quiet reassurance is of greater 
help than in the handling of the se- 
verely burned patient. Such handling 
should be reduced to a minimum and 
be carried out with accuracy by doc- 
tors; anesthetists and nurses trained 
in these requirements. Handling 
should not be left to inexperienced 


personnel who may work for consid- — 


erable periods of time to the exhaus- 
tion of the patient, especially the 
young, severely burned, frightened 
child or the aged burn victim. Many 
times skill and gentleness in handling 
the burned patient will result in the 
actual avoidance of any general anes- 
thetic for re-dressings, especially in 
adults. 
Once the decision has been made 
to use general anesthesia for dress- 
ings or surgical procedures (and it is 
nearly always necessary, I find, for 
children), the preanesthetic meas- 
ures are most important. It has been 
our experience to see burned individ- 
uals, especially children, scheduled 
for surgery in the late morning hours, 
with excessive preanesthetic barbi- 
turate administration. Conversely in- 
sufficient medication may result in 
actual hysteria based on fear or un- 
skilled handling, or both. These in- 
dividuals respond to almost any 
stimulus, whether painful or not, by 
outbursts of excitement and thrashing 
about. Also, it is not uncommon to 
see these patients going to the oper- 
ating room in the late morning hours 
having had “nothing by mouth after 
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midnight” after we had spent hours 
and even days trying to re-establish 
electrolyte and nutritional balance in 
the patient. We see patients going to 
the operating room without food or 
drink for six, eight or ten hours, and 
many of these individuals already 
border on a state of malnutrition and 
protein deficiency or are in a toxic 
condition with a tendency toward de- 
hydration, oliguria and alterations in 
circulating blood volume. 

It is easy to see, if multiple dress- 
ings are a requirement at several day 
intervals, an actual state of chronic 
shock develops over the weeks some- 
times required for skin restoration, 
due only to poor preanesthetic man- 
agement. The trained anesthetist fre- 
quently visits these burned individ- 
uals during their hospital stay and 
upon such repeated visits, establishes 
rapport with that person which as- 
sures close cooperation between the 


patient and the anesthetist. It offers 


the anesthetist a chance to discuss, : 
at any time, the advantages or dan- 
gers to that particular patient of 
whatever operation the surgeon may 
consider advisable. 


ANESTHESIA 
The early local treatment of burns, 


cleansing and application of dress- 


ings, really present few problems to 
the anesthetist. The immediate threat 
of shock has been relieved before the 
competent surgeon undertakes such 
procedures. These operations can be 
done under nitrous oxide, or low con- 
centration of cyclopropane as a form 
of “control sedation.” Cyclopropane 
is being used more because of the 
high oxygen concentration that may 
be used with it, it is less toxic to the 
heart than many agents, ease with 
which depth of anesthesia may be 
changed and early awakening. So- 
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dium Pentothal® for adults and ether 
for children are used by all of us, 
however, I do think it is important 
that the anesthesia be an anesthetic 
and not an analgesic, to avoid aggra- 
vating any incipient shock by the 
production of pain. 


Usually, about the second week 
after a severe burn, the third degree 
sloughs begin to separate and a de- 
cision is made as to the best time for 
excising any eschar and the applica- 
tion of skin grafts to the denuded 
areas. Accurate clinical assessment of 
the patient by the surgeon and other 
members of the team is essential and 
they may be assisted, of course, by 
the clinical laboratory reports.as to 
the optimum time for undertaking 
resurfacing of the burned areas. The 


anesthetist’s help with regard to this 


assessment, I believe, is peculiarly 
adapted inasmuch as he is familiar 
with the hazards of the various types 
of anesthetic agents and the selection 
of one, based upon his knowledge, is 
usually respected by me above all 
others. He knows better, too, the 
capabilities of the surgeon. Atropine 
is given to all my patients in the dose 
proportional to the age and weight of 
the individual. Children tolerate rela- 
tively large amounts of atropine as 
compared to adults. 


During the post-burn period, when 
repeated anesthetics are necessary to 
permit the dressing and grafting pro- 
cedures, we know that the basal met- 
abolic rate of these individuals rises 
and may remain elevated for several 
months. This must be respected with 
regard to the nutritional requirement 
being well above the normal and 
from the second day on it is my cus- 
tom for these persons to be placed 
-upon a high protein, high vitamin, 
high caloric diet. We like to have re- 


J. Am. A. Nurse Anesthetists 


covery from the anesthetic agent 
rapid and uncomplicated if this diet 
is not to be interfered with. The good 
anesthetist has the patient awake 
within minutes of completion of the 
dressing or operation so that food 
and liquid may be given within an 
hour or two of the patient’s leaving 
the recovery room. For children, | 
like to use nembutal as a rectal sup-. 
pository for preoperative sedation. I 
do not believe that this is so impor- 
tant in adults. For many grafting 
procedures and procedures which re- 
quire the excision of granulating 
areas, whole compatible blood trans- 
fusions should be given early during 
the operative session so that replace- 
ment of blood loss is accomplished. 
Once the patient’s blood pressure has 
dropped, very large amounts of blood 
may be necessary to restore a normo- 
tensive state. 


It is impossible, in a discussion of 


this type, to dogmatize on the best 


anesthetic agent for a burned indi- 
vidual. We have mentioned the in- 
creasing. uses of cyclopropane in 
burns. Indeed, the voluminous liter- 
ature from various areas in the world 
extolling the virtues of one particular 
agent or combination of agents be- 
speaks the fact that no one agent is 
best. Actually, for the patient’s safety 
the best anesthetic does not depend 
so much upon the pharmacology of 
the anesthetic agent as upon the skill 
and experience of the anesthetist ad- 
ministering it. This also implies a 
careful preparation of the patient to 
whatever anesthetic agent and tech- 
nique is used. 


Fortunately, in burns, the require- 
ments of the surgeon are few. All he 
really wants is a quiet patient and 
access to the burn areas and the pos- 


sible donor sites; he does not require 
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any amount of relaxation and it is 
possible therefore for the anesthetist 
to concentrate on the demands of the 
individual. These include: (1) a 
rapid, smooth induction free from 
coughing, struggling or crying which 
exhausts the adult or child and stim- 
ulates the production of possibly ob- 
structive secretions; (2) a high 
concentration of oxygen to satisfy the 


increased demands of the burn pa- ee, 


tient; (3) quiet breathing; (4) a 
minimal disturbance of metabolic and 
physiological functions, the restora- 
tion of which has been the goal of 
the surgeon previous to the surgery, 
and (5) rapid recovery of the patient 
from the anesthetic agent with early 
expansion of the lungs and resump- 
tion of his high caloric, high vitamin, 
high protein diet. | 


Cyclopropane is well suited to meet 
these demands both in the child and 
in the adult and may be given with 
high concentration of oxygen. Its cen- 
tral depressant effect assures quiet 
breathing and it permits rapid, 
smooth induction with early return 
to consciousness. 


INTUBATION 


The use of the intratracheal tube, 
I feel, is imperative when the patient 
is to be on his abdomen, his side, or 
to be moved to dress or obtain skin 
grafts for the burn areas. The burned 
patient who is under anesthesia for 
a prolonged period does not tolerate 
changes in position too well, nor 
changes in temperature. Body ma- 
nipulation should be reduced to a 
minimum inasmuch as persistent hy- 
potension may occur. The surgeon 
should be encouraged to not repeat- 
edly turn the patient during the oper- 
ation. Also, marked _ temperature 
change from the ward, to the oper- 


hypotension or a 
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ating room, to the recovery room, 
especially if one or more are air- 
conditioned, should be guarded 
against. 


The introduction of an _ intratra- 
cheal tube is dangerous only if done 
by unskilled hands. Tube sizes and 
their application are better known to 
the anesthetist than to me. I do know 
that intratracheal anesthesia insures 
an undisturbed airway and makes 
the surgeon’s work much easier to 
carry out. I have not found that in- 
tratracheal anesthesia carried out in 
a careful manner, predisposes to 
laryngeal edema to any extent com- 
parable to the danger of not having 
such a tube in place. I am using in- 
tratracheal tubes in children as well 
as adults when the conditions are 
such as I have outlined with regard 
to position and turning and the re- 
sults have been most satisfactory. In 
addition, I think intratracheal intu- 
bation is extremely useful in those 
patients with burns involving the 
face, hands and neck, to provide ac- 
cess of the surgeon to the involved 


parts, or when the individual who 


has some respiratory embarrassment, 


even though minor, cannot be re- 


lieved by either manipulation or by 
the use of an oral airway. 


It is not uncommon for the burned 
patient to become quite cyanotic as 
soon as he leaves the operating room 
due to diffusive hypoxia. It can be 
prevented by using oxygen concen- 
tration for several minutes after dis- 
continuing the anesthetic by mask. 
This cyanosis may also be due to 
low circulating 
blood volume with peripheral stasis 
or shock; in which case, the shock 
which should not have been permit- 
ted to develop, must be corrected as 


already outlined and oxygen admin- 


istered by catheter given for several 


hours in the ward. 


REGIONAL ANESTHESIA 


Local anesthesia, as one per cent 


procaine or xylocaine, may be useful 


as an infiltration agent for small pro- 


cedures. Regional anesthesia may be 
employed for extremity burns but, in 
fact, are rarely employed. 
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CONCLUSION 

Again, may I return to one of my 
introductory statements, that a burn 
is a major physiological disaster and 
requires a team concept. A most. 
valued member of the team is the 
skilled, conscientious, alert, progres- 
sive anesthetist, whose absence from 
the operating theater would make 
much, if not all, of our work im-. 
possible. | 
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Cardioplegia (Induced Cardiac Arrest) 
as an Adjunct in Intracardiac 
Operations 


Conrad R. Lam, M.D., F.A.C.S. * 


Detroit, Michigan 


_ Since the successful ligation of the 
patent ductus arteriosus by Dr. Rob- 
ert Gross in 1938, progress in cardiac 
_ surgery has been rapid and dramatic. 
Actually, the first ‘“‘heart operations’’, 
-which were for patent ductus arteri- 


-osus, coarctation of the aorta 


the tetralogy of Fallot, were not car- 


‘ried out on the heart itself but in- - 


volved the great vessels outside the 
pericardium. The first practical intra- 
cardiac operation was the transven- 
tricular pulmonary valvotomy devised 
by the London surgeon, Brock. Then 
mitral commissurotomy, aortic 
-commissurotomy and closed methods 
of the repair of interatrial septal de- 
_ fects. In these operations, the surgeon 
could feel, but not see what he was 
doing. 


The use of general body hypother- 
mia made possible at least two in- 
tracardiac operations under direct 
vision, namely, pulmonary valvotomy 
and the closure of simple interatrial 


*Surgeon-in-Charge, Division of Thoracic Sur- 
gery, Henry Ford Hospital. Presented at the 
Annual Meeting of the Tri State Assembly of 
Nurse Anesthetists, Chicago, Illinois, April 
29, 1958. 


septal defects. The management of 
defects requiring more than 5 min- 
utes of cessation of the circulation 
was not possible until a satisfactory 
method of extracorporeal oxygenation 
of blood was available. Lillehei and 
the group at the University of Min- 
nesota Hospitals were able to repair 
ventricular septal defects with the 
use of an anesthetized human being 
as the “extra corporeal lung”.} 
Shortly afterward, they developed a 
practical oxygenator of the bubble 
type so that cross circulation with | 
humans was no longer necessary.” 


Although this method of extracor- 
poreal oxygenation permitted many 
operations formerly impossible, there 
was obviously one shortcoming in it 
which might be eliminated. This was 
the beating of the heart. During the 
conventional by-pass of the heart us- 
ing the pump-oxygenator with the 
heart beating, there is a continuous 
flow of blood from the coronary sinus 
which may obscure the operating 
field in. the ventricle or atrium even 
though attempts are made to remove 
the blood by aspiration. If the by- 
pass is for a considerable period of 
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time, it is necessary that the aspi- 
rated blood be returned to the system 
and a certain amount of hemolysis 
and other trauma to the blood is pro- 
duced. In the open, beating heart, 
there is danger of air embolism to 
important systemic arteries. Finally, 
it is obvious that some of the surgical 
procedures can be carried out with 
greater accuracy if the field is quiet 
as well as dry. 


The possibility that some form of 
drug-induced cardiac arrest might be 
of value in intracardiac procedures 
was investigated in our laboratory in 
the fall of 1952. Our report® to the 
Michigan Heart Association dated 
January 15, 1953, contained the fol- 
lowing paragraph: 


“An Investigation of the Value of 


Stopping the Heart for Intracardiac 
Operations: A solution of potassium 
chloride has been used to cause an 
immediate cardiac arrest. The token 
operation is carried out, after which 


the heart is started by massage, elec- 


trical defibrillation, calcium salts and 
cardiac stimulants as necessary. This 
technique has been used in operations 
of four minutes’ duration in which 
the right side of the heart has been 
opened. The last five consecutive ani- 
mals in the series have survived for 
one month or more with no residuals. 
Operations with the heart asystolic 
for ten minutes have been done with 
the aid of cerebral cross transfusion 
with a donor animal. A study is now 
in progress to compare the likelihood 
of recovery of hearts treated in this 
way with those rendered bloodless by 
simple vena caval occlusion.” 


This study went on to include a 
large number of experimental cardiac 
_ arrests in dogs with the nervous sys- 

tem protected by hypothermia rather 
than cross circulation, and the results 
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were reported in 1955 before the 
American Association for Thoracic 
Surgery.* Evidence of further prog- 
ress in the problem was summarized 


in our report to the Michigan Heart - 


Association dated January 14, 1956: 


“Because of the disadvantages of 
potassium-induced cardiac standstill, 
which is nearly always complicated 


with ventricular fibrillation during’ 


the period of resuscitation, we have 


investigated the possibilities of ace- 


tylcholine as an ‘anesthetic agent” 
for the heart. In acute experiments, 
this appeared to be the ideal method. 
With the aorta occluded just distal 
to the coronary ostia, a solution of 


_ acetylcholine was injected into the 


aorta and thence into the coronary 
arteries.. There was an immediate 
cessation of the heartbeat. After a 
variable period of time, heparinized 
whole blood was perfused through 
the coronary system and the heart- 
beat reappeared spontaneously.” 


Naturally, the reservoir of hepar- 
inized blood was soon replaced by 


a pump-oxygenator which not only 


supplied an inexhaustible supply of 
oxygenated blood for the resuscita- 
tion of the heart, but also gave pro- 
tection to the brain and other parts 


of the body during the period when 


the heart was out of the circulation. 
The pump-oxygenator which we first 
used and continue to use is that of 


the bubble type devised by Lillehei, 


DeWall and their associates. Since 
April 4, 1956, the combination of 
extracorporeal oxygenation and _ in- 
duced cardiac arrest has been used 
in the surgical treatment of 156 pa- 
tients. 


The method of inducing cardiac 
arrest which we have adopted is as 
follows: After the introduction of the 
cannulas into the subclavian artery 
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Fig. 1 
Pump-Oxygenator of the type devised by the group at the University of Minnesota. Blood 
‘is pumped from the vena cavas into the vertical oxygenating tube on the left; bubbles 
are removed in the larger. inclined tube and the blood collects in the helix in the water 
bath. It then passes through a filter and is pumped into the subclavian artery through 
the head of the Sigmamotor pump on the right. 


and the two vena cavas, they are at- 
tached to the pump-oxygenator and 
the pump is started. The snares 
‘about the caval cannulas are tight- 
ened and the level of the blood in 
the helix of the oxygenator is ob- 
served to see if inflow and outflow 
rates are equal. A non-crushing clamp 
is placed across both the aorta and 
pulmonary artery. Acetylcholine in 
the amount of 10 mg. per kilogram 
of body weight is injected into the 
aorta proximal to the clamp. The 
heart stops when about two-thirds of 
the solution has been injected but the 
injection is continued until the cal- 
culated dose has been given. Al- 
though apparently in arrest, the heart 


beats when the ventricular well is 
stimulated mechanically. There is 
usually no activity during the su- 
turing of ventricular septal defects 
or operations on the heart valves. No 
additional acetylcholine is given for 
the sporadic beats which arise as a 
result of this direct stimulation. 
Resuscitation of the heart is re- 
markably simple. The clamp is re- 
moved from the aorta permitting the 
blood from the oxygenator to flow 
into the coronary arteries. The ace- 
tylcholine is washed out of the coro- 
nary vessels and escapes into the 


right auricle through the coronary 


sinus. It then escapes through the 
atrial or ventricular incision or if 
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such an incision is not present (as 
would be the case during an oper- 
ation on an aortic valve), a path of 
egress must be provided. A catheter 
inserted through a small atriotomy 
is satisfactory. The suturing of the 
cardiotomy incision is begun as soon 
as the aortic clamp is removed, and 
usually a good heart beat is present 
by the time the incision is closed. If 
there is delay in the appearance of 
an effective beat, the final sutures in 
the cardiotomy incision are also de- 
layed, so that the recuperating heart 
does not have to work against re- 
sistance. 


CLINICAL EXPERIENCES 


Of the 156 operations in which in- 
duced cardiac arrest has been used, 
one hundred and one were for the 
repair of ventricular septal defects in 


es | 


Diagram of cannulations for the cardiac 
by-pass with the pump-oxygenator and 
method of producing cardiac arrest by the 
injection of acetylcholine into the clamped 
aorta. (This figure and those following 
from Surgery 43:7, 1958). 


Fig. 2 
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Details of typical closure of interventricu- 
lar septal defect with the aid of induced 
cardiac arrest. The sutures are passed 
through and tied over a pledget of com- 
pressed Ivalon sponge. 3 
Fig. 3 
one hundred patients (one patient 
had a second operation for the repair 
of a recurrence of the defect). The 
technical details of these operations 
have been reported in several articles 
in surgical journals.®-* Induced car- 
diac arrest has been especially valu- 
able in the repair of ventricular sep- 
tal defects. In the perfectly dry and 
quiet field the sutures can be placed 
with great accuracy. 


Restoration of the heart beat has 
not been a problem in any of the 
patients. Ventricular fibrillation has 
occurred infrequently (about 5 per 
cent incidence), and it has always 
been converted with one electrical 
countershock. 


The total mortality in the 101 
operations for repair of interventricu- 
lar septal defect has been 25 per 
cent (twenty-five cases). There were 
three deaths in thirty-two patients 
over the age of three years, and one 
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of these was atypical, with marked 
underdevelopment of the right ven- 
trical. 

Induced cardiac arrest was used in 
a miscellaneous group of fifty-five 
cases. This list included eight in- 
stances of complicated interatrial 
septal defects of the type commonly 
called atrioventricularis communis. 
All but one of these survived the im- 
mediate operative procedure, but 
there were two late deaths with evi- 
dence of recurrence of the defect. A 
prosthesis should have been used. in 
these cases which developed recur- 
rence. 
Successful operations have been 
carried out for the removal of a 
myxoma of the right auricle, the ex- 


cision of isolated infundibular sten- 


osis of the right ventricle, anomalous 
insertion of the veins of the right 
lung without interatrial septal defect 
and the repair of triatrial heart 
(heart with two left atria and one 
right atrium). 

Operations for the cure of aortic 
stenosis, mitral insufficiency, and the 
excision of aneurysms of the arch of 
the aorta have been done with in- 
duced cardiac arrest, but with far less 
encouraging results, mainly due to 
the hopeless type of pathologic states 
encountered. 


J. Am. A. Nurse Anesthetists 


SUMMARY 


Induced cardiac arrest is a valu- 
able adjunct to extracorporeal oxy- 
genation in intracardiac operations. 
The cardioplegic drug acetylcholine 
was shown to be very efficient in the 
experimental laboratory, and it has 
been used in 156 human operations 
with satisfaction. 
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Anesthesia and the Open Chest 


Francis H. Cole, M.D.* 


Memphis, Tennessee 


Of all the fields of medicine, thor- 
acic surgery has made the greatest 
advances in the past few vears, par- 
ticularly in the category of cardio- 
vascular operations. 
-manual dexterity of surgeons has not 
increased, and the cerebration of in- 
vestigators seems no more profound 
than in the past, so one must look 
elsewhere for the explanation of this 
improvement in the surgical treat- 
ment of diseases of the contents of 
the thorax. 


Most forms of human endeavor 
advance through progress in allied 
fields, and chest surgery is no excep- 


tion. Chest surgeons owe a great debt 
to blood banks, to antibiotics, and. 


greatest of all, to anesthesiology. 


Every chest surgeon should have 
a household shrine devoted to the 
endotracheal tube, because the whole 
structure of thoracic surgery depends 
upon this simple device by which the 
physical factors that govern the en- 
trance of oxygen into the lungs can 


be reversed, so that positive external 


pressure can drive the gases, instead 
of depending on negative intrathor- 


acic pressure to draw the gases into 


the lung. 


* West Tennessee. Tuberculosis Hospital, 
Memphis, Tennessee. 

Presented at the Mid-South Post Graduate 
Nurse’ Anesthetists’ Assembly, Memphis, Ten- 


nessee, February 13, 1958. 


However, the 


From time to time I have an op- 
portunity to speak to student nurses 
about chest surgery, and I always 
ask at the onset, one question, ‘“What 
makes thoracic surgery different from 
some other branches of the spe- 
cialty?”’ Last month one young lady 
appealed greatly to me when she 
said, ““You have to know what you’re 
doing when you go into the chest.” 
Some of my general surgery friends 
take a dim view of this story when 
I relate it. The answer we want, of 
course, is that operations in the chest 
are done on organs whose continued © 
function is vital to the patient, and 


whose normal function depends on 


an undamaged thorax. We must, 
therefore, in the open chest operation 
continually keep in mind the deficit 
we are creating in the normal physi- 
ological mechanism and make pro- 
visions for overcoming the burdens 
we place on the patient. 

Almost all of the services in the 
Memphis area use nurse anesthetists 
for the vast. majority of surgical 
cases, with access to anesthesiologists 
for consultation and assistance in 
case the occasion arises. The proce- 
dure that we use involves premedi- 
cation rather lightly with an opiate 
and a barbiturate, and always the use 
of atropine to decrease secretions and © 
to minimize the effects of vagal stim- 


ulation during manipulation about 


the airway. 


| 

| 

| 


INDUCTION 


Induction is achieved with rather 
a small amount of 5% solution of 
Pentothal® during which thorough 
ventilation of the patient’s respira- 
tory tract is essential. Drip admin- 
istration of a 1% Anectine® solution 
is started and anesthesia continued 
with oxygen, and the gradual addi- 
tion of ether vapor. The Anectine® 
new can be discontinued. The patient 
is positioned on the table, and anes- 
thesia stabilized, and only then does 
the surgeon leave the room to scrub. 


MAINTENANCE OF ANESTHESIA 


During operation, ventilation is 
assisted by the anesthetist, and con- 
trolled respiration used if it is neces- 
sary, but preferably the patient’s own 
respiratory rhythm is maintained, 


and his ventilation assisted by the 


anesthetist. This sort of routine gives 
no difficulty in the surgical maneu- 
vers and keeps one more reflex to 
help protect the patient. Light anes- 
thesia is important. Little relaxation 
of muscles is needed, and deep planes 
of anesthesia prolong recovery. 
Rhythmic and deep ventilation of the 
lungs is of utmost importance during 
the entire procedure. Mere insuffla- 
tion of oxygen will keep a normal 
patient pink, but the up and down 
motion of the lungs is necessary to 
get rid of carbon dioxide. The ac- 
cumulation of COs and rapid changes 
in the blood levels of COs predispose 
to cardiac standstill or fibrillation. A 
pink patient, with lungs moving up 
and down is in little or no danger of 
cardiac arrest. 


The airway must be kept open 
by periodic suctioning, but suction 
should be brief and should be fol- 


lowed by a period of hyperventilation © 


since a suction in the main bronchus 
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rapidly reduces the oxygen pressure 
in the alveoli and leads quickly to 
cyanosis. 


CIRCULATION 


In the safe conduct of a patient 
through open chest surgery, the fun- 
damentals are rather simple. We 
have touched on oxygenation and 


ventilation which are so necessary for ° 


the well being of the patient. The 
cardiovascular status during intra- 
thoracic surgery is of equal impor- 
tance. The integrity of the heart is 
protected by oxygenation and the 


whole system depends on an ade- | 


quate volume of circulating blood. 
The maintenance of the blood vol- 
ume is, therefore, an important joint 
responsibility of the surgical team. 


_ Two good large intravenous needles 
need, usually, to be in place and 
blood needs to be replaced as it is 
lost. At the West Tennessee Tuber- 
culosis Hospital, we have for years 
calculated the amount of blood lost 
at surgery by weighing the surgical 
sponges, and we can testify that it 
is an extremely variable amount and 
difficult to estimate correctly. It costs 
about 300 cc’s of blood to get into 
and out of the average chest, through 
a postero-lateral thoracotomy in- 
cision, and various pulmonary resec- 
tions have resulted in a measured 


blood loss up to 4900 cc. In a com- - 


prehensive study reported several 
years ago,-.the incidence of surgical 
shock was 6% in a group of 196 
operations in which blood loss was 
weighed and replaced, while shock 
occurred in 18.5% of 216 similar 
operations performed during the same 
period when blood loss was estimated 
and replaced by transfusion on the 


basis of the estimates. Slightly more 


blood was given to those in whom 
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blood loss was estimated, so this does 
not account for the increased inci- 
dence of surgical shock. It seems that 
the timing of administration of the 
blood is important. It is essential to 
replace blood as it is lost, and so to 
maintain a good circulating volume, 


rather than to wait until signs of. 


shock appear and then give — to 
correct the condition. 


At the conclusion of the operation 
we like our patients to be coughing. 
Ventilation and suction again is ¢ar- 
ried out, and the endotracheal tube 
removed. In operations for diseases 
of the heart or great vessels, even 
lighter anesthesia and much more 
scrupulous attention to blood volume 
is essential than is necessary for 
operations on the lung. : 


ESOPHAGOSCOPY 


There is one other procedure that 
should be mentioned briefly—esoph- 
agoscopy. Under endotracheal control 
this is a simple, leisurely affair, A 
little different technic is needed in 
passage of the scope when an endo- 
tracheal tube is in place, but the 


ability to get in and out of the 


esophagus and to take all the neces- 
sary time to visualize lesions, com- 
pensates for this slight disadvantage. 
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Arps To Goop RESULTS 


Ether vapor is the drug of choice, 
but other agents may be useful, par- 
ticularly cyclopropane if respiration 
seems jerky. A little increased pres- 
sure in the system may also help and 
a gauge to measure this pressure is 
essential. If the heart beat seems to 
be deteriorating, or if bradycardia 
develops, a repeat of the atropine to- 
gether with hyperventilation of the 
chest may be quite beneficial. If. 
blood pressure falls, especially in a 
debilitated patient and if this fail is 
obviously unrelated to blood loss, 
then pressor agents such as Levo- 
phed® may be used and will often 
permit safe completion of the oper- 
ation. 


Probably the most important point 
has been saved for the last. Absolute 
teamwork is essential, and confidence 
between members of the surgical 
group. The anesthetist must know 
what is going on in the chest, and 
must never leave the head of the pa- 
tient. The surgeons need to know 
immediately of any change in the 
condition of the patient, and owes it 
to the patient to do all in his power 
to facilitate the work of the anes- 
thetist. 


| 
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A Comparative Study of Dipipanone 
Hydrochloride, Dihydrocodeine, and 
Win 14,098-2B with Meperidine * 


David B. Propert, B.S., Barbara DelGiorno, R.N., M.S. 
and Louis J. Hampton, M.D.7 


Philadelphia, Pennsylvania 


METHOD 


All drugs were administered to 
patients in the immediate postoper- 
ative period in the recovery room of 
Jefferson Medical College Hospital. 
The indication for an analgesic in all 
cases was the complaint by the pa- 
tient of pain, which was considered 
by the observers to be in the mod- 
erate to severe category. Patients 
with severe cardiac, pulmonary, renal 
or central nervous system disease or 
those manifesting postoperative com- 
plications such as shock were elimi- 
nated from this study. Obviously 
over-emotional individuals were also 
excluded. Children were excluded be- 
cause of insufficient knowledge of the 
dosages of one of the drugs studied. 

The drugs were administered by 
the double blind technique (unknown 


*Win 14, 998-2B (Ethyl-4-phenyl-1-[3-( Phenyl- 
amino) propyl] piperidine-4-carboxylate dihydro- 
chloride) supplied by Winthrop Laboratories, 
Inc.- Dihydrocodeine supplied by Knoll Phar- 
maceutical Co.; Dipipanone Hydrochloride sup- 
‘neg by Burroughs Wellcome & Co. (U. S. A.) 
nc. 


+ Mr. Propert is a senior medical student, 
Jefferson Medical College; Miss DelGiorno 1s 


Educational Director, Jefferson Medical College 
Hospital School of Anesthesia; Dr. Hampton is 
Professor of Anesthesiology, Jefferson Medical 
College. 


to the patient and observer) using a 
code (A, B, C, D) which was fre- 
quently changed. Individuals were 
categorized into four classes on basis 
of type of operation and its expected 
degree of pain. The drugs were given 
in random sequence and equal dis- 
tribution within each class of oper- 
ations. 


Equi-analgesic dosages were calcu- 
lated on basis of previous studies (1, 
2, 3, 4), and were given on a per 
weight basis: 


Dipipanone 20 mg/70 kilo body weight 
Win 14,098-2B 

.— 5mg/70 kilo body weight 
Meperidine — 75 mg/70 kilo body weight 


Dihydrocodeine 
— 30 mg/70 kilo body 


Because postanesthetic patients were 
used, it was felt a dosage of Meperi- 
dine greater than 75 mg/70 kilo 
body weight was contraindicated. 
Drugs were given intramusculary by 
the observers. Only one dosage was 
given to each patient, and if relief 
was not obtained within one _ hour, 
the study was concluded and a 
known analgesic was given. 
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CHART’ 1. 


CEASS | 
Nephrolithotomy 
Nephrectomy 
Hiatal Hernia Repair 

Thoracotomy 
Bowel Resection 
Gastrectomy 


CLASS I] 
Laminectomy and Fusions 
Hysterectomy 
Caesarean Section 
Suprapubic Prostatectomy 
Radical Mastectomy 
Cholecystectomy 
Lumbar Sympathectomy 


CLASS: 
Herniorrhaphy 
Thyroidectomy 

Colporrhaphy 
Exploratory Laparotomy 
Appendectomy 


CLASS IV 

Ureteral Catheterization 

Saphenous Ligation | 

Incision and Drainage B reast 
Abscess 

Fissurectomy © 

Breast Biopsy 

Open Reduction of Fractures 


Three drugs — dipipanone hia 
chloride, dihydrocodeine and Win 
14,098-2B — were compared with 
meperidine in respect to potency as 


analgesics in the immediate postoper- . 


ative period, and in relation to the 
occurrence of three side effects: Nau- 
sea, vomiting and sedation. | 


All observations were made by two 
of the authors throughout the study 
working together and_ separately. 


‘pain; 
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The following data were collected on 
each patient: 
1. Name, age and sex 
2. Drug and dosage 
3. Operation (duration, anesthesia, 
physical status) 
4. Onset of drug action 
5. Duration of action 
6. Analgesic effect 
O — pain bad as before 
1 — pain little better than before 
2—pain relieved to tolerable 
3—no pain 
7. Pulse, respirations and blood 
pressure 
8. Side effects 


No attempt was made to analyze the 
data in regard to age, sex, type of 
anesthesia administered, length of 
operation or physical status. An- 
algesic potency was compared in re- 
gard to onset, duration and degree 
of effect. Duration of analgesia was 
based on the time at which another 
analgesic was required for relief of 
side effects were stated and 
their incidence was recorded in the 
analysis. 


RESULTS 


Analysis of the results according 
to the individual classes of operation 


based upon expected degree of pain, 


showed no significant differences from 
the cumulative results of all cases. 
Class distinction, therefore, will be 
disregarded and only the cumulative 
results discussed. 


ONSET 


Using 0-9 minutes as the optimum 
period of time for onset, it was found 
that Meperidine was most rapid with 
27 out of 30 cases obtaining some re- 
lief in this time period. Dipipanone 
and Win 14, 098-2B were less rapid 
with 16 of 29 cases and 15 of 28 
cases, respectively, ring onset of 
relief in this period. 


| 
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Meperidine HCl.| Dihydrocodeine| Win. 14, 098-2B Dipipanone HCI. 
Drugs 75 mg/70 kilo. | 30 mg/70 kilo. | 5mg/70kilo. | 20 mg/70 kilo. 
ONSET | 0-9 27 9 15 ; 16 
(Minutes) | 10-19 2 6 6 | y 
20-29 5 3 | 
30 & over 9 4 | 4 
| 
DURATION) 0-1 0 9 6 | 2 
(Hours) 1-2 5 4 9 | 2 
2-3 2 2 3 | 1 
3-4 6 7 3 | 3 
4 & over 17 7 7 | 19 
EFFECT 0 : 8 3 | 3 
1 4 8 13 5 
2 26 12 11 17 
3 1 | 1 1 
| 
Nausea 2 5 | 1 
Vomiting 1 | ‘oe | 
Sedation 25 12 | 16 | 22 
TOTAL 
CASES 30 29 28 29 
DURATION sure, pulse, and respirations was not 


Using four hours or more as opti- 
mum duration, Meperidine and Di- 
pipanone were essentially equivalent. 
Neither Win 14,098-2B nor Dihy- 
drocodeine approached these drugs in 
duration of effect. 

EFFECT 

The optimum gradations used were 
2 and 3 (pain relieved to tolerable, 
and no pain). Results showed 25 out 
of 30 cases receiving Meperidine, and 
21 of 29 cases receiving Dipipanone 
were in this category. The other 
drugs were obviously not as effective. 
Dihydrocodeine showed 8 out of 29 
cases to be in the zero or no relief 
category. 

SIDE EFFECTS 
A detailed analysis of blood pres- 


made because postanesthetic patients 
were used. These signs, however, were 
recorded and no significant changes 
were noted. The most common side 
effects encountered were _ nausea, 
vomiting, and sedation. Occasionally 
a complaint of dizziness was made by 
patients receiving Meperidine and 
Dipipanone. Dihydrocodeine showed 
a greater incidence of nausea but this 
finding must be considered in respect 
to the occurrence of nausea in 


_ postanesthetic patients. Sedation was 


found to be most common in patients 
who had received either Meperidine 
or Dipipanone with little difference 
between these two drugs. Dihydroco- 
deine had significantly less sedative 
effect than the former two drugs. 
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SUMMARY AND CONCLUSIONS 


L. An attempt has been made to 
compare equi-analgesic dosage 
Dipipanone Hydrochloride, 
Dihydrocodeine, and Win 14, 
098-2B with Meperidine Hy- 
drochloride in regard to their 
analgesic power and side effects 
in postoperative patients. | 


2. An analysis of 116 cases 
showed: 

Meperidine was most 
in onset. 

b. Meperidine and Dipipan- 
one were similar in du- 
ration. 

c. Meperidine and 

one were significantly more 
effective than Win 14, 
098-2B and Dihydroco- 
deine. 

d. Dihydrocodeine has sig- 
nificantly less sedative ef- 
fect than Meperidine and 
Dipipanone. 
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Since the side effects, at dosages 
used, were less for Dihydrocodeine 
and Win 14, 098-2B further studies 
with larger dosages are necessary to 
evaluate more accurately the anal- 


-gesic powers of these drugs. The 


effect on blood pressure, pulse and 
respiration should also be_ studied 
using healthy volunteers to eliminate 
the variables of the postoperasare 
period. 
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Geriatric Anesthesia 


William E. Trotti, M.D.” 


New Orleans, Louisiana 


Many years ago Benjamin Frank- 
ln made the observation that, 
“Nothing in this world is certain, 
but death and taxes”. In the past 
two decades death has become more 
remote, while the pressure of taxes 
has abated not one jot. The world’s 
population today stands at approxi- 


mately two and a half billion people. | 


It is estimated that in the next forty 
years this figure will be doubled. 
This startling fact is the result of an 
increase in the number of old people, 
for the birth rate of the world re- 
mains approximately static. In the 
few minutes that I have to speak 
with you, I do not propose a cursory 
discussion of the subject of geriatric 
anesthesia. I will attempt to cover 
only those segments of geriatric anes- 
thesia that I think will be of interest 
to you as nurses. I would like to di- 
vide my discussion into three parts. 
First, the physiologic changes we find 
in the geriatric patient; secondly, 
problems, of premedication in the old 
individual; and thirdly, I would like 
to discuss some of the controversial 
new procedures and concepts. 


PHYSIOLOGIC CHANGES 
First of all, let us consider the ex- 
ternal changes seen in the elderly 


* Assistant to the Director, Department of 
Anesthesiology, Charity Hospital, New Orleans. 

Presented at the Annual Meeting of the Loui- 
siana Association of Nurse Anesthetists, New 
Orleans, November 2, 1957. 


individual. The increased pigmenta- 
tion, dryness and wrinkling of the 
skin are all familiar sights to us. 
There are many other external 
changes which we observe in old in- 
dividuals; but, the one that is of 
most interest to us is the edentulous 
state we find in many of our old 
people. The edentulous state creates 
a number of difficulties for us as 
anesthetists. The major problem, of. 
course, is the problem of obtaining 
a proper fit with the mask. The so- 
called ‘“‘cutout” .mask is of help in 
many of these cases. We may also 
pack the cheeks with damp gauze, or 
it may be necessary to intubate the 
patient in order to maintain a proper 
fit. The recession of the gums which 
the edentulous patient suffers pre- 
disposes to early obstruction during 
induction. Upon trying to place an 
oropharyngeal airway, it is not un- 
common to find the jaws clamped 
tightly shut. A very soft nasopharyn- 
geal airway may provide an airway 


-as well as facilitating the additional 


necessary anesthesia for placing the 
oropharyngeal airway in an atrau- 
matic fashion. For this purpose, I 
use a piece of soft rubber infusion 
tubing with a safety pin in one end 
to prevent the tube’s insertion for 
too great a distance. With this naso- 
pharyngeal airway in place, assist- 
ance of respiration is mandatory and 
the substitution of the more adequate 


August, 1958 


oropharyngeal airway should be made 
as soon as possible. Even though the 
geriatric patient is not edentulous, 
we must always check for bridges or 
loose teeth. The improper handling 
of the dental structures—both natu- 
ral and artificial — probably is the 
major source of legal action against 
anesthetists. | 


The bony changes seen in the old 
patient are of interest to us. The 
arthritic neck may cause us a great 
deal of difficulty. If an arthritic neck 
is noted and it is impossible to ex- 

tend the patient’s head, it may be 
advisable to intubate the patient 


while he is awake. Calcium deposits — 


in the ligament of the lumbar area 
often make spinal tap very difficult. 
In addition, bony changes in the 
lumbar vertebrae make the matter of 
positioning a patient for spinal tap 
of utmost importance. The often used 
phrase, “Stick your back out like a 
. mad cat,” to the patient who is lying 
on. his side in a strange operating 
room is poor instruction. The patient 
rarely is able to assume the position 
you desire. After placing the patient 
in the lateral position, it is much 
more effective to place one hand in 
the bend of the patient’s knees and 
the other hand behind his head, 
gently exerting pressure at these two 


points, instruct the patient to either 


“Curl up like a ball,” or in this part 
of the country, “Curl up like a 
shrimp,” will be most instructive. 
Most unsuccessful attempts at spinal 
tap are due to poor positioning. 


The cardiovascular system of the 
geriatric patient has withstood use 
for many years. Though not always, 
we often find pathologic changes in 
the cardiovascular system. Hyper- 
trophy of the heart muscle is the 
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commonest pathologic condition seen 


in the cardiovascular system of the 


geriatric patients. This abnormality 
by itself is not usually considered to 
be serious; however, when we find 
that cardiac hypertrophy exists, it is 
important that we check carefully 


that other associated pathologic 


changes such as congestive failure, 
hypertension, etc., are not present. 
The cardiovascular system of most 
geriatric patients is adequate, but it 
is most important to avoid any insult 


.to this system in the form of over- 


dosage, anoxia, sudden shifts of posi- 
tion, etc. 


The respiratory system of the el- 
derly individual may be beset by any 
of the diseases which occur in the 
younger patient. Pulmonary fibrosis 
and emphysema occur commonly in 
the geriatric patient. Fibrosis of the 
lung reduces not only the total al- 
veolar area but also the total capil- 
lary bed. As a result, oxygenation 
and elimination of carbon dioxide are 
impaired. When emphysema is pres- 
ent, we see long, stormy inductions 
because the residual dead space of 
the lung is tremendously increased. 
As a result, the time required for the 
inhaled concentration of gases to 
reach an equilibrium with the con- 
centration of lung gas is prolonged. 
In addition to this, increasing or 
lightening the depth of anesthesia re- 
quires more time. 


It is not uncommon in the elderly © 
individual to find impairment of the 
kidneys. Output of urine is often re- 


duced; this fact is important to re- 


member because most of our non- 
volatile agents are handled in one 
way or another by the kidneys. As 
an example, the long acting barbi- 
turate, phenobarbital, is excreted un- 
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changed by the kidneys. Though 
most of our non-volatile drugs are 
in some way altered by the liver, the 
usual common final pathway is: via 
the kidneys. It is known that in the 
geriatric patient the adrenal gland 
does not function as actively as does 
the adrenal gland of the younger in- 
dividual. The old individual is not 
able to respond to stress so actively 
or so efficiently as is the young indi- 
vidual. The reduction in cortical hor- 
mone output may account for the 
fact that we do not see marked reflex 
activity under anesthesia in the geri- 
atric patient. 


The digestive system of the geri- 
atric patient is of little interest to 
us; however, there is one condition I 
would like to mention. We find, as 
an individual advances in years, the 
content of hydrochloric acid in the 
stomach is reduced. Hydrochloric 
acid is necessary for effective uptake 
of iron from the food. For this rea- 
son it is not uncommon in the old 
individual to find an iron deficiency 
anemia. 


PREMEDICATION 


The older a person becomes the 
less tolerant he is of drugs. For this 
reason it is important to consider the 
patient’s age when deciding on the 
amount of drugs to be given for pre- 
medication. This is most important 
when we consider dosage of the opi- 
ate used for premedication. Barbi- 
turates have not replaced the opiates 
as premedicant drugs. The two pri- 
mary reasons for giving premedica- 
tion are to obtain drying of salivary 
secretions and euphoria. Barbiturates 
do not produce euphoria. After an in- 
dividual has reached the middle years 
of life, the dosage of the opiate 
should be reduced in accordance with 
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his age. In addition to the opiates, 
the other group of drugs most popu- 
lar as premedicants, is the _ bella- 
donna alkaloid group. Until the pa- 
tient has reached age 60, no less than 
1/100 gr. (0.65 mgm.) atropine or 
Scopolamine should be used. After 
the age of 60 has been passed, 1/150 
gr. (0.45 mgm.) of atropine is rec- 
ommended. Scopolamine is not rec- 
ommended for the patient who is in ~ 
the seventh or eighth decade because 
the patient sometimes experiences 
hallucinations after its use. Premedi- 
cation should be given 60 to 90 min- 
utes before the contemplated time of 
surgery. In the event that over- 


. dosage from the narcotic occurs, 


either nalorphine (Nalline)® or Jeval- 
lorphan (Lorfan)® are effective in 
reversing the depression from nar- 
cotic over-dosage. 


NEw APPROACHES 


Since the early 1930’s anesthetists 
have become increasingly bolder in 
their use of cyclopropane. Should 
cyclopropane be used in the face of 
cardiac disease? This is a very com- 
plex problem, but briefly, I feel that 
cyclopropane is the drug of choice 
for induction of anesthesia in the 
cardiac patient in the absence of con- 
duction defects. When conduction 
defects are present I feel that a bar- 
biturate induction, followed by ethy- 
lene-ether sequence, is still the 
method of choice. When cyclopro- 
pane is used for the cardiac patient 
it should be used only for induction. 
As little cyclopropane as_ possible 
should be used and the anesthesia 
should be converted to ether as 
quickly as possible. If the ethylene- 
ether (or nitrous oxide-ether) se- 
quence is selected as the method of 
choice and anoxic problems are en- 
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countered after the beginning of the 
induction, a conversion to cyclopro- 
pane-ether sequence is indicated. It 


is hard to conceive of light cyclopro- . 


pane anesthesia being more detri- 
mental to the cardiac patient than 
anoxia. 


I would like to mention a new drug 
called fluothane. Fluothane is a halo- 
genated. hydrocarbon which is not 
flammable. I would suggest to all of 
vou, that you watch the literature 
and read everything you can about 
this new drug, for I feel that it will 
very probably have a place in our 
armamentarium of drugs. Fluothane 
is the most potent volatile anesthetic 
known; therefore, the control of 
depth of anesthesia with it is tedious. 
Best results with it have been ob- 


tained by using a special vaporizer 


for fluothane’s vaporization to fortify 
high flows of nitrous oxide and oxy- 
gen. At the present time I do not 
recommend the use of fluothane in 
the geriatric individual, for there is 
evidence to suggest that there is some 
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reduction in cardiac output. Until 


further investigational work has been 


done along this line, I feel that the 
use of fluothane should be confined 
to the younger patient. 

There is much talk today, both 
pro and con, regarding the automatic 
breathing machine. In theory such 
machines produce a more physiologic 
state for the apneic patient than does 
the intermittent manual compression 
of the breathing bag. This is prob- 
ably true, provided the machines are 
in perfect working order. Some of 
the models have so many moving 
parts that it is almost impossible to 
get all of them working at one time. 
The use of most of these machines 
requires that the patient be apneic. 
This often requires a large dose of 
muscle relaxant which is not without 
danger; further, apnea deprives the 
anesthetist of one of his most valu- 
able guides to the status of the pa- 
tient. It may be that I have not used 
the automatic breathing devices 
enough to appreciate them, but to 


date I am not a convert to their use. 
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Psychological Preperation of the 
Child for Anesthesia 


E. M. Glassburn, M.D.* 


Pittsburgh, Pennsylvania 


The title of this paper, of course, 
refers to the mental preparation of 
the patient for his anesthetic and 
operation. Since ear, nose and throat 
operations are largely concerned with 
children, I believe most of my re- 
marks should point up the psycho- 
logical preparation of the child for 


anesthesia. Tonsillectomies and ade- . 


noidectomies are elective procedures 
which means that there is adequate 
time for a few small ideas to be im- 
planted in the active and fertile 
minds of the children. You might say 
this is a mild mental conditioning of 
the little patient for what is to follow. 


When we think about this problem 
we soon realize that for most children 
this could be a very disturbing psy- 
chological experience. This child 
never has been away from home, 
separated from his family and 
friends, and to top this off he will 
have a painful nauseating experience 
during which some total stranger will 
clap a mask over his face, hold him 
down, and make him breathe an odd- 
smelling, irritating, choking mixture. 
All this occurs on a day when no one 
gives him his breakfast, not even a 


* Ear, Nose and Throat Department, Shadyside 
Hospital, Pittsburgh, Pennsylvania. 


Presented at the May meeting of the South- 
western Pennsylvania Association of Nurse An- 
esthetists. 


sip of cold water. Of course, all this 


is forgotten because when he wakes 
up he will be so nauseated and his 
throat so painful that he will be too 
sick and occupied to think back on 
preceding events. | 


Most children are naturally friend- 
ly and unprejudiced, facing each new 
day with a shiny face and an open 
mind. This natural freshness of ‘a 
child’s mind, his trust, utter naive-— 
ness and enthusiasm for each new 
experience act as a natural psycho- 
logical defense and buffer mechanism. 


Children are easily hurt but are 


quick to heal and to forget. 


What are the actual steps taken to | 
counteract this possible trauma? The 
little patient should be acquainted 
with his doctor who has examined 
him in his office, who is friendly and 
has given him some idea of what to 
expect in the hospital. This brief ac- 
count of what will occur in the hos- 
pital runs about like this. He will be 
in a room with other children there 
for the same procedure, he will get 
a ride on a carrier the next morning. 
he will be seeing his doctor in the 
operating: room, also a_ nice lady 
anesthetist who will give him some- 
thing to smell which will put him to 
sleep. When he awakens after his 
operation he will be in his hospital 
bed (this is important) and _ his 


= 
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mother will be right there beside 


him. I do not believe a long detailed 
account of what to expect is neces- 
sary or wise—just the bare essentials 
and certainly no information which. 
might be frightening. | 


Let us assume the child is in the 
hospital now, trailing his favorite 
bedtime sleeping toy. Let me say, 
first of all, these little patients are 


_ better off in the children’s ward with: 


other children — not in a private 


room. Mob psychology we call it. In. 


a ward there are too many things go- 
ing on to allow the child time to 
worry about himself. There is tele- 
vision for him to watch and other 
kids with whom to talk. His nurses 
are friendly and soon call him by 
name. There is nothing more impor- 
tant than good pediatric nurses. 


_ We do everything possible for his 

comfort. A long time ago we dis- 

carded the enema. We are not con- 

cerned with the state of his intestinal 

tract unless there is some gross ab- 

normality and we trust the child’s 
mother to tell us if there is. 


His doctor visits him in the hos- 
pital the afternoon before his oper- 
ation and renews their acquaintance. 
At Shadyside Hospital [ Pittsburgh, 
Pennsylvania] the little patient 
comes to the hospital in the after- 
noon before the operation and stays 
until the morning after. 


The morning of the operation he 
receives a hypodermic of atropine 
and codeine (dosage according to 
weight and height). He is allowed to 
wear his own underpants; this af- 
fords a small measure of security— 


put yourself in his place! Everyone _ 


says goodbye when he leaves the 
ward. When he gets to the operating 
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room all diverting and soothing influ- 
ences are brought to bear. If there is 
a waiting interval he receives a box 
of toys to busy him. His anesthetist 


says “Hello” and makes small talk 


with him. This is the most important 
time of his mental preparation. The 
friendly quieting conversation about 


his brothers and sisters, pets, school 
chums, favorite toys—anything dis- 
cussed while he is being wheeled to 


the operating room is_ important. 
Once he is on the table some simple 
explanation about the mask, drops, 
and rubber goggles is made—maybe 
he tries on the goggles —a story is 
told, and more often than not the 
child is soon asleep without much 
disturbance. The anesthetist with a 
friendly “gift of gab” is indispen- 
sable. 


If these kids are not to suffer psy- 
chological disturbances, it is up to 
you. I know you don’t have much 
time— maybe five minutes at the 
most. There is an operating room 
schedule to be eternally hurried 
through, the surgeon may be giving 
you that look over the top of his 
glasses —- and you know what he is 
thinking. 

In this brief five minutes all you 
have to de is: 

1. Make fast friends with the 
child; 

2. Find out all about his family, 
dog, chums, favorite toys, 
teacher ; 

3. Be a mother and father si- 
multaneously ; 

4. Bolster his courage; 

5. Show him a mask, let him 
play with it—try it on—talk 
him into believing the ether 
doesn’t smell so bad and that 
he can easily blow it away. 
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Anyway, we Americans are a tough 
lot and the children are wonderful— 


God bless them. If they can survive 


the physical and mental trauma to 
which they are subjected daily by 
their older brothers and sisters, not 
to mention the kid next door, what 
psychic harm can a little anesthetic 
and operation do? 


I can truthfully say that in my 
experience other than the brief mild 
disturbance experienced by some 25 
per cent of the children, manifested 
chiefly by nightmares, as evidenced 
by crying out at night, the remaining 
75 per cent do very well. The treat- 
ment for the nightmares is TLC— 
tender loving care—and motherly 
comfort. These nightmares go on for 
about a week. Some of the children 
show a temporary antagonism toward 
the operating surgeon. We have seen 
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no cases of frank postoperative anes- 
thetic psychological disturbance 
which persisted and needed treat- 
ment. The so-called nightmares 
(screaming out at night) probably 
are caused by swallowing during 
sleep with resultant pain and awak- 
ening. 


We prepare the little patient as_ 
best we can. Friendliness is our best 
weapon — plus a very fine group of 
anesthetists. Let’s not be too con- 
cerned with the psychological dis- 
turbance of our little patient but 
rather concern ourselves with doing 
a good job quickly, in a friendly 
quiet manner, keeping this thought 
in the back of our minds. 


“By Gosh! This kid’s going to be 
a lot healthier after he gets these 
grubby tonsils out.” | 


August, 1958 


171 


a 


Nominations for Office 
American Association of 
Nurse Anesthetists 


1958-1959 


PRESIDENT 


Olive L. Berger (Johns Hopkins 
Hospital, Baltimore): Graduate of 
Roosevelt Hospital Scheol of Nurs- 
ing, New York City; graduate of the 
Johns Hopkins Hospital School of 
Anesthesia, Baltimore; member of 
A.A.N.A. in good standing since 
1933; former president, Maryland 
Association of Nurse Anesthetists; 
former 2nd vice president, A.A.N.A.; 
former member, Educational and 
Nominating Committees, A.A.N.A.; 
member Board of Trustees, A.A.N.A., 
1952-54; 2nd vice president, 
A.A.N.A., 1954-56; Ist vice presi- 
dent, A.A.N.A., 1956-58. 


Ist VICE PRESIDENT 


Evelyn E. Auld (Watts Hospital, 
Durham, N. C.): Graduate of Johns 
Hopkins Hospital.School of Nursing, 
Baltimore; graduate. of the Duke 
University Hospital School of Anes- 


thesia, Durham, N. C.; member of 


A-A.N.A. in good standing since 
1942; Chief Anesthetist and Director 
of the School of Anesthesia at Watts 
Hospital 1948-56; member of Exami- 
nation, Education and Advisory to 


Approval of Schools Committees, . 


-A.A.N.A.; member, Board of Trus- 
tees, A.A.N.A., 1954-56; 2nd) vice 
president, A.A.N.A., 1956-58. 
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2nd VICE PRESIDENT 
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Lillian M. Stansfield (North 
Carolina Baptist Hospitals, Winston- 
Salem, N. C.): Graduate of Church 
Home Hospital School of Nursing, 
Baltimore, Md.; graduate of North 
Carolina Baptist Hospital School of 
Anesthesia, where she is now chief 
nurse anesthetist; member of 
A.A.N.A. in good standing since 
1945; has served as officer of the 
North Carolina Association and 
Carolinas-Virginias Assembly; mem- 
ber, Board of Trustees, A.A.N.A., 
1956-58. 


TREASURER 


_ Jessie L. Compton (Methodist 
Hospital, Dallas, Texas): Graduate 
of Parkland Hospital School of Nurs- 
ing, Dallas; graduate of the Baylor 
University Hospital School of Anes- 
thesia, Dallas; member of A.A.N.A. 
in good standing since 1940; Chief 
Nurse Anesthetist, Methodist Hospi- 
tal, Dallas, 1939-58; member and 


chairman of many A.A.N.A. Com- 


mittees, 1944-58: member, Board of 
Trustees, A.A.N.A., 1951-53. 


Marie W. McLaughlin (Ingalls 
Memorial Hospital, Harvey, IIl.): 
Graduate of St. Luke’s Hospital 
Nurse’s Training School, St. Paul, 
Minn.; graduate of St. Luke’s Hos- 
pital School of Anesthesia, St. Paul; 
member of the A.A.N.A. in good 
standing since 1933; secretary-treas- 
urer, Tri-State Nurse Anesthetists 
Assembly, 1953-54; chairman of Con- 
vention Committee, A.A.N.A., 1953- 
54: member of Bylaws Committee, 
A.A.N.A., 1954-55; Treasurer, 
A.A.N.A., 1955-58. 
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Bernice V. Pierce (Veterans Ad- 
ministration Hospital, Washington, 
-D.C.): Graduate of Washington 
County Hospital School of Nursing, 
Hagerstown, Md.; graduate of Char- 
ity Hospital School of Anesthesia, 
New Orleans, La.; member of 
A.A.N.A. in good standing since 
1944; organizational chairman and 
first president, District of Columbia 
Association of Nurse Anesthetists, 
1956-57; Chairman, A.A.N.A. Ap- 
proval of Minutes Committee. 
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Celesta L. Whiskin (Boston, 
Mass.): Graduate of Mary Hitch- 
cock Hospital School of Nursing, 
Hanover, N. H.; graduate of Johns 
Hopkins Hospital School of Anesthe- 
sia, Baltimore, Md.; member of 
A.A.N.A. in good standing since 


1948; director school of anesthesia, 


Boston City Hospital, 1953-55; pres- 
ident, Massachusetts Association of 
Nurse Anesthetists, 1955; program 
chairman, New England Assembly of 
Nurse Anesthetists, 1958. 


Martha C. Petraitis (Mercy Hos- 
pital, Pittsburgh, Pa.): Graduate of 
St. Francis School of Nursing, Pitts- 
burgh; graduate of -University of 
Minnesota School of Anesthesia, 
Minneapolis; Nursing Educa- 
tion, University of Pittsburgh; mem- 
ber of A.A.N.A. in good standing 
since 1942; director, school of anes- 
thesia, Mercy Hospital, Pittsburgh; 
past-president, Pennsylvania Associ- 


‘ation of Nurse Anesthetists and of 


Middle Atlantic Assembly. 


Ma 
PELE 
y 
Y 
4 
hiss 
i” 
‘a4 
ig 4 
7 
YE 


174 


J. Am. A. Nurse Anesthetists 


TRUSTEES REGION 2. 


Alpha S. Little (Daytona Beach, 
Fla.): Graduate of St. Vincent’s 
Hospital School of Nursing; graduate 
of Duke University Hospital School 
of Anesthesia; member of A.A.N.A. 
in good standing since 1938; presi- 
dent, Florida Association of Nurse 
Anesthetists, 1941-43; Chairman, 
Southeastern Assembly of Nurse 
Anesthetists, 1955-56; Program 
Chairman, Southeastern Assembly, 
1957-58; member, Approval Commit- 
tee, A.A.N.A., 1953. 


Irene E. Hoge (Sheltering Arms- 


Hospital, Richmond, Virginia): 
Graduate of Highsmith Hospital 


School of Nursing, Fayetteville, 


North Carolina; graduate of Duke 
University Hospital School of Anes- 
thesia; member of A.A.N.A. in good 
standing since 1942; Chairman, By- 
Laws Committee, Carolinas-Virginias 
Assembly of Nurse Anesthetists, 
1954-55; Chairman, Program Com- 
mittee, Virginia Association of Nurse 
Anesthetists, 1955-57; President, 
Carolinas-Virginias Assembly, 1955- 
57. 


Martha Belew (Baptist Memorial 
Hospital, Memphis, Tenn.): Gradu- 
ate of Baptist Memorial Hospital 


School of Nursing; graduate: of 


Barnes Hospital School of Anesthe- 
sia, St. Louis; member of A.A.N.A. 
in good standing since 1944; treas- 
urer, Tennessee Association of Nurse 
Anesthetists, 1948; president, Ten- 
nessee Association, 1956-58; member, 
District Board, Tennessee Associa- 
tion of Nurses, 1955-57; member, 


_A.A.N.A. Bylaws Committee, 1958. 
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TRUSTEES REGION 3 


Frances Fanning (University of 
Michigan Hospital, Ann Arbor): 
Graduate of Hurley Hospital School 
of Nursing, Flint, Mich.; - graduate 
of University of Michigan Hospital 
School of Anesthesia; member of 
A.A.N.A. in good standing since 
1941; staff anesthetist, University of 
Michigan Hospital since 1941; Presi- 
dent, Michigan Association of Nurse 
Anesthetists, 1951-53; former mem- 
ber, AAN.A. Nominating and Pub- 
lishing Committees. 


Sister M. Yvonne (St. Francis 
Hospital, La Crosse, Wis.): Graduate 
of St. Anthony School of Nursing, 
Carroll, Iowa; graduate of Viterbo 
College, La Crosse; graduate of St. 
Joseph Hospital School of Anesthe- 
sia, Milwaukee; member of A.A.N.A. 
in good standing since 1936; director 
of school of anesthesia, La Crosse, 
1942-58; president, Wisconsin As- 
sociation of Nurse Anesthetists, 
1955-57; member, A.A.N.A. Planning 


Committee, 1954. 
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"Three Candles to Light’’ 


One thousand and ninety-six days 
ago it started. Perhaps, a stronger 
reminder of a Birthday would be— 
almost 350 claims ago—your Insur- 
ance Plan was born. Happy Birth- 
day! 


Happy for many hundreds of 
members in practically every State 
who have received benefits from this 
program in time of need. Happy for 
the members who enjoy a feeling of 
security because of their participation 
in the A.A.N.A. Group Program. 


Happy Birthday to us who have 
enjoyed assisting the members in 
time of need. Happ y — Happy — 


Happy—. 


But yet not so happy in our real- 
ization that many members in time 
of financial need are not protected. 
Not so happy either for many mem- 
bers who do not fully understand and 
appreciate their approved Insurance 
Programs. It would, indeed, be a real 
happy anniversary if your programs 
were better understood and appreci- 
ated. | 


The 1958 Convention is the time 
and the place to obtain a better un- 
derstanding of your excellent. Insur- 
ance Programs. To the officers and 
members attending, please ask ques- 
tions, demand answers, request com- 
parisons, and thereby equip yourself 
to bring home more information. 


A qualified staff of six representa- 
tives will be available at any and all 
times during the Convention. It is 
their privilege to assist you in a bet- 
ter understanding and appreciation of 
your Insurance Plans. ; 


To the members who are not able 
to attend, request your officers to ac- 
quaint themselves with a better un- 
derstanding of your Insurance Pro- 
grams. | 


Happy Birthday on the Third An- 
niversary and best wishes for an even 
larger participation during our 4th 
year. 


JoHN MAcINNIS 
Insurance Consultant 


AANA 


é Soy 
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DO YOU KNOW THAT YOUR AANA INSURANCE PROGRAM IS 
CONSIDERED ONE OF THE FINEST AND MOST COMPLETE IN- 
SURANCE PROGRAMS OF ANY PROFESSIONAL ASSOCIATION— 


WHY? 
HERE ARE — OF THE REASONS—! 


(1)—GROUP A & H— Lifetime accident benefits aan one year 
| non-confining sickness. 
/(2)—GROUP MAJOR HOSPITAL AND NURSE SURGICAL 
PLAN — pays up to $10,000 (less first $300 or $500) for all 
benefits plus 75% of all nurse charges. 


(3)—RETIREMENT PROGRAM — provides an income for the 


rest of- your life after retirement (age 55. to 70). 


_. Why not receive more information about your approved insurance programs. 
_ It will cost you nothing to inquire and cmp the coupon below and mail 


“today. 


Please send me information about my approved AANA insurance plan, I have 


checked below. 


[] Accident and Sickness | [] Major Hospital [_] Retirement 


Name | | 


Address | | Street 


. 
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INFANT RESUSCITATION AND 
TRACHEAL TOILET 


A discussion follows of the tech- 
nique and equipment used when ex- 
tensive oxygen therapy, resuscitation 
and tracheal toilet seem necessary 
clinically for certain newborn. These 
selected infants may include, for ex- 
ample, babies who have been in dis- 
tress in the mother’s uterus and 
possibly have inhaled amniotic fluid, 
laden with meconium, vernix caseosa, 
lanugo, or blood, and babies trauma- 
tized by long difficult labor or the 
use of instruments in delivery. Also, 
babies with respiratory depression 
from over sedation and anesthesia of 
the mother, could be included along 
with anoxia from abruptio placentae, 
prolapsed cord, atelectasis, congenital 
malformation or immaturity. These 
and other examples may result in an 
infant being born .with foreign ma- 
terial in its respiratory tract, anoxia, 
and loss of muscle tone, abnormal 
pulmonary ventilation, or complete 
apnea. 


When a new born baby presents 


this picture, an obstetrical staff mem- — 


ber clamps and divides the umbili- 
cal cord, aspirates mucus fluid from 
the mouth and nostrils with a rubber 
bulb syringe to prevent aspiration of 
this material. The baby is immedi- 
ately transferred to the receiving 
area where a reduced metered source 
of oxygen and electrical suction is 
available. The baby is placed in a 15 


degree head down position to facili- 
tate pulmonary drainage and to as- 
sure adequate blood volume for the’ 
more important structures: heart, 
lungs, brain, liver, kidneys, and 
adrenal glands. A direct laryngoscopy 
is performed and an _ endotracheal 
tube is placed one centimeter through 


the larynx into the trachea. A tube 


delivering oxygen 4 to 6 liters per 
minute is placed on the long lateral 
arm of the special endotracheal tube 
adapter. A blood pressure manometer 
is attached by a short length of tub- 
ing to the short lateral arm of this 
same adapter.’ While stabilizing the 
endotracheal tube and the infant’s 
head with the left hand, the oper- 
ator’s right thumb is placed over the 
open end of the adapter for 0.2 sec- 
onds. Oxygen is forced into the lungs 
causing the chest to expand. The 
amount of pressure necessary to do 
this will be registered on the blood 
pressure manometer, which should be 
noted. When the thumb is removed 
passive expiration will occur. After | 
one second chest inflation may be 
repeated. When oxygenation of the 
lung has been obtained, a catheter is 
placed down through the adapter tra- 
cheal tube into the trachea, and using 
electric power suction, foreign ma- 
terial is removed. The suction cath- 
eter is then removed and artificial 
ventilation is carried out with oxygen 
in the described manner until the tis- 
sues are oxygenated and spontaneous 
respiration is established. The suction 
catheter is again passed into the tra- 
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chea and is left trailing out as the 
endotracheal tube is slowly removed, 
so as to remove any material that 
may be trapped between the endo- 
tracheal tube and trachea. The 


mouth and nostrils are aspirated and 


an airway is inserted if necessary. 
The stomach is emptied by passing a 


catheter into the stomach and using 


a mouth suction and a De Lee mu- 
cous trap. This will prevent regurgi- 
tation and aspiration of irritating 
gastric contents into the lower air 
passages as well as give the dia- 
phragm more room to function. It is 
very important to do this. If the in- 
fant still has poor color, respiratory 


distress or sternal retractions with | 


the possibility of more. foreign ma- 
terial in the tracheobronchial tree, 
another direct laryngoscopy is per- 
formed. The trachea and larynx are 
aspirated, using an angle nasal suc- 
tion covered with polyethylene tubing 
extending longer than the tip. This 
may help clear the air way, improve 


the pulmonary ventilation and pos- 


sibly help to prevent a meconium 
pneumonitis. 


When the emergency situation is 
passed the baby is transported to the 
premature nursery for close observa- 
tion, where the temperature, humid- 


‘ity and oxygen concentration can 


easily be controlled. 


The equipment in the described 


technique is designated by a letter in 


the accompanying photograph and 
will be discussed individually. The 
laryngoscope battery handle (a) is 
Foreggers, medium sized. It uses C 
batteries that have long life. It is 
comfortable to use and is in geomet- 
ric proportion to the other equip- 
ment. The laryngoscope blades (a) 


are Foreggers, infants and premature ~ 
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infants. They may be hooked on the 


battery handle (a) making a laryn- 
goscope suitable for any newborn 
infant. The size of the infant deter- 
mines the blade used. The endotra- 
cheal tubes (b) are Foreggers Cole 
endotracheal tubes for infants-in sizes 
8; 10, 12, 14, 16, and 18 French. 
These non porous plastic tubes are 
narrowed to size at the distal end 
and widen to fit the endotracheal 
tube adapter. This should help pre- 
vent endotracheal placement of the 
tube too far into the trachea. 


. laryngoscope 

. Cole endotracheal tubes 

special endotracheal tube adapter 
blood pressure Manometer 

. suction catheters 

DeLee mouth suction trap 

. alr way 

. angled nasal suction tip 


For most infants the Fr. 14 is suit- 
able. Small. infants and prematures 
require smaller tubes and for very 
large babies the Fr. 16 or 18 is neces- 
sary. Using an endotracheal tube of 
proper size is very important. If in- 


tubation is attempted with an endo- 


tracheal tube that is too large, intu- 
bation may be difficult or impossible, 
requiring more time than is allowed, 
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as well as damaging delicate tissues. 
On the other hand, if too small an 
endotracheal tube is used oxygen will 
escape between the trachea and endo- 
tracheal tube, preventing artificial 
ventilation by not allowing enough 
pressure to build up in the intrapul- 
monary space. This special metal 
endotracheal tube adapter (c) that is 
attached to an endotracheal tube in 
the picture was manufactured for us 


by Foreggers and Co. This straight. 


stemmed, one piece endotracheal tube 
adapter develops a slight negative 
pressure when oxygen at 8 liters per 
minute is delivered. This positively 
prevents resistance to the passive ex- 
piratory phase of respiration. There 
is a small lateral arm opening into 
the stem to which a blood pressure 
manometer (d) connected with a 14 
inch length of Becton Dickinson 
blood pressure tubing is attached to 
note the pressure exerted on the in- 
fant’s lungs. 


The suction catheters (e) are used 
to aspirate the trachea while the en- 
dotracheal tube is still in place and 
are Pharmaseal K 31 and K 32 in- 
fant feeding tubes. They are soft and 
won't damage tissue. Pharmaseal K 
32, premature infant feeding tube is 
easier to pass through the smaller 
endotracheal tubes. Pharmaseal + 
351 Plastic Sims connector is used to 
connect the suction catheter with the 
large suction hose. This connector 
decreases the hazards of glass con- 
nectors in regard to breakage, and 
injury to patient and personnel. 


The airway (g) is Foreggers (Wa- 
ters) nippled, oral pharangeal air- 
way 30. Its size is suitable for most 
babies. Oxygen may be _insufflated 
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into it, giving oxygen concentrations 
comparable to the nasal catheter in- 
sufflation method. The DeLee mouth 
suction trap (f) attached to a new 
French 16 whistle tipped urethral 
catheter is used to empty the stom- 
ach. The metal angle nasal suction 
tip (h) size 0 is covered with intra- 
medic polyethylene tubing size #4 PE 


- 280 which extends 6 centimeters past 


the end of the tip. This is used to 
aspirate the material from the larynx 
and trachea for babies who are ven- 
tilating. After using this equipment, 
it is washed with soap and water ex- 
cept the laryngoscope battery handle 
and blood pressure manometer, then 
thoroughly rinsed and soaked in a 
solution of Zephirian chloride 1; 1000 


for 20 minutes, rinsed in sterile wa- 
ter, then placed in an autoclaved 


covered stainless steel basin 9” x 
5” x 2”. The blood pressure mano- 
meter and laryngoscope battery 
handle are wiped with a cloth, satu- 
rated with 70% alcohol. This equip- 
ment is stored in one of the obstetri- 
cal gas anesthesia machines to be 
immediately available. 


There should be no hesitation in 
securing specialists such as Pedia- 
tricians, Radiologists, Otolaryngol- 
ogists, and Surgeons to help diagnose 
pathology involving the respiratory 
system such as agenesis of the dia- 
phragm; viscera in the thorax; tra- 
cheoesophageal fistula and pneumo- 
thorax atelectasis. Necessary treat- 
ment such as bronchoscopy, trache- 
otomy, thoracotomy and repair of a 
severe congenital defect as well as 
good pediatric medicine, including ex- 
tensive inhalation therapy, should 
not be denied these infants. 
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by the Special Committee on Infant Mortality 
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Emanuel Hayt, LLB., Counsel A.A.N.A. 


RESPONSIBILITY OF SURGEON FOR 
SPONGE CouNT HELD QUESTION 
FOR JURY 


Doctor Cheeseman was a staff 
physician at the hospital and staff 
physician on plaintiff’s case and as 
such he was the active physician on 
the visiting or voting staff who su- 
pervised the work of residents and 


internes in the care of patients and 


who participated in teaching the resi- 
dents and internes; plaintiff, as were 
most of the patients, was a charity 
patient cleared through a_ welfare 
agency and Doctor Cheeseman re- 
ceived no pay for his services; a 
resident is a trainee, not a qualified 
specialist, but he would be special- 
izing in his field; Doctor Weaver was 
a resident in surgery, was associated 
with and assisted Doctor Cheeseman, 
a qualified specialist in surgery, in 
the operation on plaintiff; Doctor 
Weaver was a resident, he was paid 
for his services from tax money and 
it was quite probable that he took 
the lead in the operation because he 
was far enough along in his training 
to have been entrusted therewith; 
the staff man stood over the resident 
when the resident was permitted to 
operate; Doctor Weaver was not the 
surgeon in charge, he was the assist- 
ant, although he may have actually 


done the operating; regardless of a. 


resident’s training, the staff member 
to whom he is assigned is supposed 


to be present at anything as serious 
as a gall bladder operation. Doctor 
Weaver was graduated in June, 1955. 


Plaintiff testified that Doctor 
Cheeseman conversed with her the 
previous November about the oper- 
ation and about two or three days 
before the operation Doctor Weaver 
and Doctor Cheeseman examined her 
in the hospital; Doctor Weaver and 
Doctor Cheeseman were both with 
her when she was wheeled into the 
operating room and Doctor Cheese- 
man had on operating clothes and a 
mask; throughout plaintiff’s stay in 
the hospital she suffered severe pain — 
and pressure at one end of the in- 
cision and she had complained of 
this to the internes and to Doctor 
Cheeseman; on December 17, 1954, 
she had a second operation by Doc- 
tor Pollock, whose deposition shows 
that X-rays had disclosed an opaque 
mass in the abdomen and the oper- 
ation had revealed a surgical tape (a_ 
pad of gauze) twelve inches square. 
It is not customary to find such a 
situation long after surgery. 


Doctor Marvin Roberts, another 
resident, testified he was first assist- 
ant, Doctor Cheeseman was second 
assistant, and Doctor Weaver was 
the surgeon in charge of the oper- 
ation. The duty of the first and 
second assistants is to provide ex- 
posure in the operating field — to 
provide an opening by hands or re- 
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tractors through which the operating 
surgeon can see the area of the op- 
eration. | 


There was testimony from the wit- 
nesses that the nurses, as was the 
custom, counted the sponges before 
the operation commenced and a tab- 
ulation was made. Before the body 


cavity was closed the nurses made — 


another count and if it was the same 
as before, they notified the surgeon 
to that effect and the opening was 
closed. “‘The failure of a surgeon to 
remove a surgical sponge or other 
foreign object from the body of a 
patient following the use of such an 
object during the course of an open 
_ Operation constitutes one of those 
occasions where, by reason of the 
very nature of the omission, a ma- 
jority of the courts, although recog- 
nizing its general application, have 
expressly or impliedly refused to ap- 
ply the otherwise well-established 
rule that negligence of a physician 
will not be inferred or presumed be- 
cause of an adverse result of medical 
treatment.” 


“We will pause here,” said the 
Court, “to note the evidence and 
contention, or attempt of defendant 
to relieve Doctor Cheeseman of lia- 
bility by showing that the nurses 


kept the sponge count. This seems to > 


avail him little, if anything, because 
the sponge was found at the point of 
the operation and there was nothing 
in the record to dispute this fact. It 
remains a question of fact for the 
jury to decide. In other words, a 
count of sponges by a nurse before 
and after an operation is not con- 
clusive. 


“From the record and the autho: 
ties, it appears that plaintiff had the 
right - to have Doctor Cheeseman’s 
acts submitted to the jury for its 
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determination as to whether his acts 
constituted negligence and were the 
proximate cause of plaintiff’s injury 
or resulting damage, and whether his 
was a primary liability. The judg- 
ment cannot stand for the reasons 
stated and it must be reversed and 
the case remanded with instructions 
that the trial court grant a new trial 
and proceed therewith in accordance 
with this opinion.” 


(Rule v. Cheeseman, 7 CCH Neg. Cases 2d 
969-Kans. ) 


Court AFFIRMS JUDGMENT FOR 
PATIENT FALLING Out oF BED 
DvuE To LACK oF SIDE BOARDS 


Roy H. Carlburg, sued the Wesley 
Hospital and Nurse Training School, 
for damages for personal injuries sus- 
tained by him while a patient in the 
hospital. ~ 


Carlburg was a patient in the hos- 
pital for a series of operations. After 
the second operation and while still 
under the influence of an anesthetic, 
Carlburg was moved from the recov- 
ery room to a room which he was to 
occupy as a patient. Shortly after- 
ward he fell out of bed sustaining 
severe injuries. 


In his petition he alleged that the 
hospital, its employees and attending 
nurses, neglected to place the side 
boards on the bed in an upright posi- 
tion to protect and prevent him from 
falling out of bed. 


The case was tried to a jury which 
returned a verdict of $41,259.17 in 
favor of Carlburg. 


Generally speaking, when an acci- 
dent is caused by negligence there is 
no room for application of the doc- 
trine of “unavoidable accident”, even 
though the accident may have been 


184 


“inevitable” or “unavoidable” at the 
time of its occurrence, and one is not 
entitled to the protection of the doc- 
trine if his negligence has created, 
brought about, or failed to remedy a 
dangerous condition resulting in a 
situation where the accident is thus 
“inevitable” or “unavoidable” at the 
time of its occurrence. In other 
words, a person is liable for the com- 
bined consequences of an ‘“‘inevi- 
table” or “unavoidable” accident and 
his own negligence. 


The facts of the accident in the 
case at bar do not bring it within the 
doctrine of “unavoidable accident’’. 


The term “unavoidable accident” 


cludes and repels the idea of negli- 
gence. It is an occurrence which is 
not contributed to by the negligent 
act of omission by either party. The 
term is synonymous with “mere ac- 
cident” or “pure accident”. These 
terms imply that the accident was 
caused by some unforeseen and un- 
avoidable event over which neither 
party had control. (Know v. Bar- 
nard, supra; Schmid vy. Eslick, su- 
pra.) Carlburg, who at the time of 
the accident was in at least a semi- 
conscious condition, was under the 
complete control of the hospital, its 
employees and attendants. There was 
nothing unavoidable about this acci- 
dent. Either the hospital was negli- 
gent in its duty to Carlburg or it was 
not and the court so instructed the 
jury. 

The extent and character of the 
care that a hospital owes its patients 
depends on the circumstances of each 
particular case. A private hospital 
Owes its patients the duty of protec- 
tion, and must exercise such reason- 
able care toward a patient as his 
known condition may require. The 
measure of duty of a hospital is to 
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exercise that degree of care, skill and 
diligence used by hospitals generally 
in that community, and required by 
the express or implied contract of the 
undertaking. 

A hospital is not an insurer of a 
patient’s safety, and the rules as to 
the care required are limited by the 


_ rule that no one is required to guard 


against or take measures to avert 
that which a reasonable person would 


' not anticipate as likely to happen. 


‘“‘We have examined the record and 
are satisfied that the evidence sus- 
tains the award of damages made by 
the jury. 

“The judgment is affirmed.” 

(Carlburg v. Wesley Hospital Nurse 


Training School, 8 CCH. Neg. Cases 2d 31- 
Kan.) 


HospitaL NEGLIGENT IN FAILING TO 
PROVIDE “CALL BUTTON” FOR 
PATIENT WHO FELL 
GETTING OUT OF BED 


Gertie Belisle and her husband, J. 
W. Belisle, filed suit against Dr. 
Loys C. Wilson, doing business as 
the Presnell Hospital and obtained 
judgment totaling $8,000. By the 
petition, which was in one count, 
Mrs. Belisle sought damages for per- 
sonal injuries received when she fell 


out of a bed in the hospital where 


she was a patient, and J. W. Belisle 
sought damages for medical expenses 
and loss of services of his wife. No 
objection was made to the form of 
the petition. | 


Dr. Wilson is the sole owner of the 
Presnell Hospital located at Kennett, 
Missouri, which is a private hospital 
operated for profit. On March 24, 


1956, Gertie Belisle, then 60 years 


old, was admitted to the hospital as 
a patient of Dr. James Fuzzell. She 
was not then and had never been a 
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patient of Dr. Wilson. The tentative 
diagnosis of Dr. Fuzzell was osteo- 


arthritis of the left hip with the pos- 


sibility of cancer. There were no or- 
ders for any special nursing care. 


Mrs. Belisle walked into the hos- 
pital and to the room assigned to her 


which was located on the second floor — 


of the building. She also walked from 
her room to the elevator, and after 
being taken to the basement, walked 
to the therapy room. She returned to 
her room in the same manner. The 
bathroom was located across the hall 
from her room, and she got up from 
her bed and walked to and from the 
bathroom whenever necessary. | 


On Sunday evening, March 25, 
pursuant to her doctor’s orders Mrs. 


Belisle was given a laxative and a_ 


“sleeping capsule” by the nurse’s aide 
then on duty. Mrs. Belisle testified 
that the laxative consisted of ‘‘cas- 


_- cara and milk of magnesia,” but the 


person who administered it stated 


that it was a “dose” of “milk of. 


magnesia.” 


Mrs. Belisle was the only occupant 
of “semi-private room.” Although 
this was the principal disputed fac- 
tual issue, there was substantial evi- 
dence from which the jury could find 
that there was no “call button” with 
which Mrs. Belisle could summon the 
nurse or other person whose duty it 
was to tend to her needs as a patient. 
The: room was equipped for such a 
device, and there was a receptacle 
located in the wall near the bed, but 
Mrs. Belisle and the witnesses for 
plaintiffs testified that there was no 
“signal cord” plugged into this re- 
-ceptacle. Defendant’s evidence was to 


the effect that the call button was | 


properly inserted in the receptacle at 
all times. The room was also equip- 
ped with a ceiling light which was 


operated by a switch located near the 


door and which could not be reached 


by Mrs. Belisle from her bed. There 
was also a floor lamp located near 
the head of the bed, but she testified 
unequivocally that she could not 
reach this lamp. A nurse’s aid testi- 
fied that on Sunday night she ad- 
justed this lamp for Mrs. Belisle to 


use in reading, and that she moved 


it next to the bed so that Mrs. Belisle 
could turn it on or off. 


Mrs. Belisle awakened about three 
or three-thirty o’clock Monday morn- 
ing. The room was then “dark” and, 
in her words, “I woke up in the 
morning, and felt like my kidneys 
wanted to act, and I seen that I had 
had a bowel movement, and I started 
to get up and fell out of bed.” She 
further testified that when she fell 
she “was trying to get up,” and that 
“well, I just started to get up and I 
missed that stool” that was at the 
side of the bed. As a result of the fall 
Mrs. Belisle sustained a _ fractured 
hip. Two attendants of the hospital 
were in the hall ‘‘at the desk.” They 
heard the sound of Mrs. Belisle fall- 
ing and went immediately to her aid. 


The court said the jury was justi- 
fied in finding the hospital was neg- 
ligent in failing to provide a “call 
bell” to enable the patient to sum- 
mon aid. “We find no _ prejudicial 
error in the matters complained of 
by appellant on this appeal. There- 
fore, the judgment is affirmed.” 


(Belise v. Witson, 8CCH Neg. Cases 2d 42 - Mo.) 


OBSTETRICIAN HELD NoT LIABLE 
FOR FAILURE TO DIAGNOSE 
PREGNANCY OF PATIENT 


The plaintiff, Rose Crovella, had 
her last menstrual period between 


| 
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December 1, 1954 and December 4, 
1954. She was seen by a general prac- 
titioner on five occasions. This prac- 
titioner diagnosed her pregnancy on 
February 9, 1955. When plaintiff last 
visited him on April 20, 1955, he in- 
dicated that something was wrong 
with the development of the fetus. 
He stated that a Caesarean section 
might be required and that he would 
call in a specialist at the last minute 
if necessary. Plaintiff went to defend- 
ant, an obstetrician, on April 27, and 
told him that she was pregnant but 
that the pregnancy was not advanc- 
ing as it should. Defendant examined 
her on this occasion and on May 13. 
He employed the “frog test” to de- 
termine if she was pregnant and 
found a negative showing. Defendant 
told plaintiff that from his findings, 
he thought that she was not preg- 
nant. He gave her some pills and told 
her that she could go back to her job 
as a waitress. She did so, and on June 
20, 1955, suffered a violent vaginal 
hemorrhage, discharging much blood 
and several pieces of matter. The 
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pieces of matter were not definitely 
identified as parts of a fetus. Plaintiff 
was taken to a hospital where a third 
physician, a surgeon, performed a di- 
lation and curettement in the course 
of which he removed pieces of a pla- 
centa. This surgeon expressed the 
opinion that plaintiff had had a mis- 
carriage and that the “frog test” was 
of little weight in the light of her 
prior history. 


Plaintiff and her husband _insti- 
tuted action against defendant to 
recover for personal injuries charging 
malpractice. The lower court entered 
a summary judgment for defendant. 
Plaintiff appealed, contending among 
other things that the lower court had 
erred in entering summary judgment 
on the facts presented. The affidavits 
of plaintiffs’ medical witnesses and 
the other evidence offered failed to 
make out a prima facie showing of 
defendant’s negligence. This court af- 
firmed the judgment. 


(Crovella v. Cochrane, 8 CCH. Neg. Cases 
2d 239 - Fla.) 


| 
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TRACHEOTOMY: A CLINICAL AND Ex- 
PERIMENTAL STupDY. By Thomas G. Nelson, - 
Major, M.C., U.S.A.R. Baltimore: Williams 
& Wilkins Company, Cloth. 111 pages. 
1958. 


With a concise summary a brief 
introduction and a brief history, the 
main portion of the book is based on 
clinical experience and experimental 


studies. With 300 tracheotomies as 


the basis for the clinical study, much 
of interest to the anesthetist will be 
found in this portion of the book. In- 
dications for tracheotomy, technical 
variations for the procedure, compli- 
cations and the advantages are all 
phases that will help in understand- 
ing of the operation in relation to 
anesthesia. With an increasing use of 
tracheotomy, both elective and emer- 
gency, more need for knowledge on 
the subject will become apparent. 47 
illustrations. | 


_ANAToMiES OF Pain. By K. D. Keele, 
M.D., F.R.C.P., Consultant Physician, Ash- 


ford Hospital and Staines Hospital. Spring-. 


field, Illinois: Charles C Thomas. Cloth. 
206 pages. 1957. 7 | 


To those whose lives are dedicated 
to the relief of pain, this book will 
be of special interest..The author has 
traced through history the continuous 
‘interest in and concepts of pain, its 
causes and its treatment. It is the 
author’s hope “that present-day 


workers on Pain will find in these — 


Anatomies of Pain a useful back- 
ground to the problem, and possibly 
some still fertile seeds from the past 
worthy of germination.” Illustrated. 


INTRODUCTION TO ANESTHESIA. THE 
PRINCIPLES OF SAFE Practice. By Robert 
D. Dripps, M.D., Professor and Chairman, 
Department of Anesthesiology, Schools of 
Medicine, University of Pennsylvania; 
Anesthetist, Hospital of the University of 
Pennsylvania, Philadelphia, Pennsylvania; 
James E. Eckenhoff, M.D., Professor of 
Anesthesiology, Schools of Medicine, Uni- 
versity of Pennsylvania; Anesthetist, Hos- 
pital of the University of Pennsylvania, 
Philadelphia, Pennsylvania, and Vandam, 
Leroy D., M.D., Clinical Professor of 


Anesthesia, Harvard Medical School; Di- 


rector of Anesthesia, Peter Bent Brigham 
Hospital, Boston, Massachusetts. Philadel- 
phia and London, W. B. Saunders Com- 
pany. 1957. 


This book presents the subject of 
anesthesia as it evolved in the De- 
partment of Anesthesiology of the 
Hospital of the University of Penn- 


sylvania. 


It will be of particular interest to 
persons in the teaching field as well 
as to practicing anesthetists. 


Developed after years of teaching, 
the plan for the book starts with the 
preanesthetic period, the day of anes- 
thesia, the time of actual operation, 
and the postoperative period. A sixth 
section on special topics includes 
chapters on cardiac resuscitation, 
anesthesia for children, for ambula- 
tory patients, for obstetrics, narcotic 
poisoning, inhalation therapy, and 
death reports. The concluding chap- 
ter of this section presents a philoso- 
phy for teaching that is a fitting 
climax to this valuable text. 47 illus- 
trations, indexed. 
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THE Puysician’s Own Lisrary. By 
Mary Louise Marshall, Librarian, Rudolph 
Matas Medical Library, Tulane University ; 
Assistant, Orleans Parish Medical Society 
Library, New Orleans, Louisiana. Spring- 
field, Illinois: Charles C Thomas. Cloth. 87 
pages. 1957. 


Although the title would seem to 


limit the use of this monograph to 
physicians, its content can readily be 
adapted for use by others who wish 
to build a library. 


Not restricted to the selection of 
books, this volume has chapters on 
facets of the care, preparation, index- 
ing and collection of reading materi- 
als that will delight the professional 
book-lover and stimulate the casual 
reader. Many references and an in- 
dex enhance the text. 


ANAESTHESIA FOR Nurses. By Eric God- 
Consultant Anaesthetist to the Croydon 
Group: of Hospitals. Baltimore: Williams & 
Wilkins Company, exclusive U. S. agents. 
Linen. 98 pages. 1957. 


This small, linen covered book con- 
tains much useful information about 
anesthesia as it relates to nurses and 
midwives. Emphasis is placed on 
phases of anesthesia that will help 
the nurse in the care of patients and 
in aiding the anesthetist. The chapter 
on complications and postoperative 
care has many points that must be 
re-emphasized if complications are to 
be prevented. A very short chapter 
on the control of poisonous sub- 
stances in the operating rooms pre- 
sents a subject too often overlooked 
in teaching young nurses. Anesthe- 
tists will find this book helpful in 
preparation of lectures for student 
nurses, 
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PERSONAL, IMPERSONAL, AND INTERPER- 
SONAL RELATIONS. A GuIDE FOR NURSES. 


By Genevieve Burton, R.N., Ed. D.; Lec- 


turer, School of Nursing, University of 
Pennsylvania; Associate, Division of Fam- 
ily Study, Department of Psychiatry, 
School of Medicine, University of Penn- 
sylvania. New York: Springer Publishing 
Company, Inc. Linen. 230 pages. 1958. 


Frequently utilizing the illustrative 
case, the author has succeeded in pre- 
senting the subject of human rela- 
tions in a most readable manner. De- 
signed for the young nurse, the book 
has much material that will be of 
value to all nurses. Better under- 
standing of self, co-workers and pa- 
tients are the goals which have been 
set down by the author. A receptive 
reader will enjoy discovering how 
well the goals have been met. The 
dull gray soft linen cover detracts 
from the effect that the book merits. 


Revicious Doctrine AND MepIcAL PRAc- 
TICE. A HANDBOOK FOR THE PHYSICIAN, 
Nurse, AND OTHER MEDICAL PERSONNEL. 
By Richard Thomas Barton, M.D., Associ- 
ate Consultant, University of California. 
Springfield, Illinois: Charles C Thomas. 
Cloth. 94 pages. 1958. 


To those who are working with 
patients, and who wish to respect the 
religious convictions of those pa- 
tients, this book will be a most wel- 
come addition to the library. Com- 
pactly presented are the beliefs of 
many faiths as they pertain to diet, 
to religious doctrine, to religious 
practices, to treatment and to atti- 
tudes. Brief historical introductions 
to each of the religions gives fuller 
understanding of the beliefs. The au- 
thor has done a great service in mak- 
ing the facts in this book available 
to physicians and nurses. 
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Drugs and the Mind 
by Robert S. de Ropp 
Foreword by Dr. Nathan S. Kline 


Not since the German toxicologist Louis Lewin wrote his famous work 
Phantastica: Narcotic and Stimulating Drugs in 1924 has there been 
an authoritative book for the general reader on all the drugs which 
affect the mind. | 

First-hand reports and scores of case hotlink on the effect of 
drugs on the mind and emotions. What are their potentials for good 
or evil? What is the chemistry of mental illness? What hope do the 
new drugs hold for the mentally ill? Now Dr. Robert S. de Ropp, bio- 
chemist (formerly with the Rockefeller Institute), tells their story. 


“Startling... 
. 
Review. “Excellent.” — 
The New Yorker. 


stimulating.’—JOHN BARKHAM, Saturday Review Syn- 
Competent, critical, sound book.” — 
Dr. WALTER C. ALVAREZ. “A lucid review.”— 


At bookstore, or order from 


ST MARTIN’S PRESS 
Dept. NA 
103 Park — New York 17, 


New York Times Book 
$4.50 


N. Y. 


THE CENTURY OF THE SURGEON. By Jur- 
gen Thorwald. New York. Pantheon Books, 
Inc. Cloth. 432 pages. 1957. : 


‘This spellbinding novel is an au- 
thentic history of the development of 
surgery written for the interested lay- 
man. The author employs the nar- 
rative device of an eyewitness in tell- 
ing his story of the 100 year advance 
in surgery. The appalling methods 
_ used before the discovery of anesthe- 
_ sia are introduced as the chronicle 
_ describes step by step the sometimes 
frightening adop t ion of the new 
technics. 


This book will be of 
great interest to the anesthetist as an 
excellent medical history. A bibliog- 
raphy follows the text. Indexed. 


transfusion; 


BLoop TRANSFUSION IN CLINICAL MEDpI- 
CINE. By P. L. Mollison, M.D., M.R.C.P.; 
Director, Medical Research Council’s Blood 
Transfusion Research Unit; Lecturer in the 
Department of Medicine, Postgraduate 
Medical School of London. Springfield, Illi- 
nois: Charles C Thomas. Cloth. 587 pages, 
illustrated. 1957. 

The second edition of this valuable 


book follows the first edition by five 
years. The author has rearranged 
many parts of the book and has 
brought the data up to date. The 
table of contents lists many subhead- 
ings that will be of interest to anes- 
thetists: Withdrawal of blood; sur- 
vival of blood components after 
blood volume; incom- 
patibility and other unfavorable ef- 
fects of transfusion and normal and 
abnormal blood findings in newborn 
infants. 
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Cohen, E. N.: Premedication for the 
obstetric patient. Postgrad. Med. 22: 485- 
488 (Nov.) 1957. 

“Although infant mortality has 
been reduced by two-thirds during 
the past 40 years, there has been 
no equally significant reduction in 
deaths occurring during the first 24 
hour period of life. Twenty-nine per 
cent of the entire first year’s mortal- 


ity occurs during this first 24 hour 


period. More than one-half of these 
deaths are related to problems of 
anoxia and abnormal pulmonary ven- 
tilation.... 


“In spite of good psychologic 
preparation, the patient in labor who 
does not need analgesic drugs is the 
exception rather than the rule... . 
Of the two important belladonna de- 
rivatives, scopolamine has many con- 
sidered advantages in obstetrics over 
atropine. ... There are multiple ad- 
- vantages in the proper use of the 
barbiturates in obstetrics... . It has 
been suggested that there exists a 
maternal placental barrier for bar- 
biturates. Experimentally, however, 
all the barbiturates can be traced 
‘through the placenta to the in- 
fant.i... 


“Morphine has been used for ob- 
stetric premedication for 60 years, 
but few clinicians now believe that it 
should be used past the first stage of 
labor, if at all. . . . Two specific nar- 
cotic antagonists, Nalline and Lorfan, 
developed within the past few years, 
have proved to be valuable additions 
to the armamentarium. These drugs 


may be given to the mother before 
delivery or intravenously injected di- 
rectly into the umbilical vein of a 
depressed newborn infant... . 


“The administration of curare ‘in 
repository form with the first onset 
of active labor has been recommended 
in order to reduce analgesic needs, 
accelerate the labor process, and re- 
duce the number of episiotomies. A 
recent study of 200 patients showed 
no significant advantages to use of 


repository curare for this purpose. 


“Muscle relaxants have been given 
intravenously during the third stage 
of labor in order to reduce the need 
for episiotomy and to facilitate for- 
ceps delivery. This technic has 
proved helpful, and clinical and lab- 
oratory studies in humans have dem- 
onstrated the non-transmission of 
d-tubocurarine across the placental 
barrier. This property also permits 
the use of curare as an anesthetic aid 
during anesthesia for cesarean sec- - 


tion. Laboratory evidence as to the 


transmission of other muscle relax- 
ants across the placenta is conflicting, 
and at present we had best limit our- 
selves to using d-tubocurarine. 


“Obstetric premedication is a com- 
plex problem which does not lend 
itself to a simple routine. No single 
drug or even group of drugs. provides 
a satisfactory answer to pain re- 
lief. .. . When used in proper dosage 
and with due consideration for their 
effects, several drugs may be com- 
bined safely to provide the mother 
with adequate analgesia.”’ 


C Mbsteach 
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Lincoln, M. W.: Aspiration of gastric 
contents under anesthesia. A review and 
clinical study. California Med. 87: 403- 407 
(Dec.) 1957. 


“The series studied <u up 
entirely of private patients who were 
anesthetized for surgical treatment of 
various conditions. All of the patients 
were anesthetized for variable periods 
(15 minutes to four hours) with so- 
called balanced anesthesia. Carmine 
red in gelatin capsules was given to 
the patient with an ounce of water 
30 minutes before operation. Care 
was taken to obtain smooth induc- 
tion, using Pentothal intravenously. 
Anesthesia was then maintained with 
nitrous oxide and small doses of thio- 
-pental (Pentothal) and/or meperi- 
dine (Demerol). Relaxants were used 
when needed for abdominal oper- 
ations or to facilitate intubation. All 
patients having upper abdominal 
operations were 
_ cuffed endotracheal tube and respi- 


rations were controlled during the 


major part of the procedure. . 
_Respirations were assisted and/or 
controlled in all cases, and every ef- 


fort was made to prevent inspiratory 


obstruction. Following are the ob- 
servations in the first 50 cases in this 
series. They constitute only a pre- 
liminary report, for the study is ‘still 
in progress. | 


“Regurgitation occurred two 
cases — in both instances while the 
patient was ‘bucking’’ on the endo- 
tracheal tube during light anesthesia. 
Considering the muscular components 
of ‘bucking,’ it is not surprising that 
regurgitation occurred, for in some 
respects it is similar to vomiting. An 
inflated cuff on the tube prevented 
aspiration of gastric contents in both 
cases. Aspiration did not occur in any 
case in the series. | 


intubated with 
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“Although this series is not com- 
plete, the results thus far tend to 
indicate that by obtaining a smooth 
induction and preventing any respir- 
atory obstruction the incidence of 
so-called ‘silent regurgitation and as- 
piration’ canbe reduced. A facet of 
the study still in progress is to con- 
sider the advantages of tubes of vari- 
ous types as a means of blocking off 
the stomach from the esophagus in 
cases in which there may be gastric 
contents that might be regurgitated 
and aspirated.” 


Calvert, D. N., and Huston, M. J.: 
Effect of certain cardiovascular drugs on 
respiration of tissues in contact with oxy- 


gen. Arch. internat. de pharmacodyn. et de 


therap. 113: 45-52 (Dec.) 1957. 


“This investigation was undertaken 
to examine the effect of ouabain, di- 
gitoxin, and quinidine on tissue respi- 
ration and to evaluate further this 
method as a pharmacologic tool by 
comparison with standard Warburg 


- procedures. ... 


“The effect of ouabain, digitoxin 
and quinidine on the respiratory rate 
of heart and diaphragm of the guinea 


_ pig and rat and of guinea pig brain 


was investigated in KRP, in KM III 
and suspended on mats in oxygen 
(HM flasks). Ouabain caused: — 

decrease in rat heart respiration in 
HM flasks, in rat diaphragm in HM 
flasks, and in guinea pig diaphragm 


‘in both liquid media and in HM 


flasks; an increase in guinea pig heart 
in HM flasks and in guinea pig brain 
in HM flasks. 


“Digitoxin caused: — an increase 
in rat diaphragm respiration in KRP 
but not in the other media and no 


effect on rat heart, or guinea pig 


heart or diaphragm. Quinidine 
caused:——a decrease in rat heart res- 


wf 

». | 
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piration in KRP at two dose levels, | 


a decrease in rat diaphragm at the 
higher dose in all three media but an 


increase in KRP at the lower dose; — 


an increase in guinea pig heart in 
KM III but a decrease in guinea pig 
diaphragm in all three media except 
in KRP when the dose was by the 
intramuscular route.” 


Gruber, C. M.; and Lonergan, L. H.: 
Cardiovascular changes seen in dogs under 
‘Methitural’ anesthesia as influenced by 
sympathomimetic amines and other proce- 
dures. Arch. internat. de pharmacodyn. et 
de therap. 113: 27-44 (Dec.) 1957. 


“This investigation was undertaken 
to determine the effect of ‘Methitural’ 
upon the cardiovascular system and 
cardiac rhythm when given slowly in 
anesthetic doses in dogs, and to de- 
termine if these responses can be al- 
tered by changes in blood pressure, 
by the administration of oxygen 


by inhalation, by sympathomimetic 


amines injected intravenously, by 
bleeding, by central nerve trunk stim- 
ulation, etc. Healthy mongrel dogs 
weighing between 10 and 32 kg were 
used in these experiments... . 


“Tn dogs, the effect of Methitural 
on heart rate was so variable that no 
conclusions could be drawn. Cardiac 
arrhythmia was produced in 96 per 
cent of the animals. . . . In the 48 
injections in which Methitural caused 
cardiac arrhythmia, the arterial blood 
pressure increased 47 times with an 
average increase of 26 mm Hg. In 
the 15 injections of Methitural which 
were not followed by arrhythmia the 
average blood pressure dropped 48 
mm Hg. The isoproterenol sympa- 
thomimetic amines, in the doses used, 
changed the cardiac arrhythmia to 
normal rhythm in every instance. 
This change was not due to a fall in 
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blood pressure since normal rhythm 
occurred before any blood pressure 
change. The restoration of normal 
rhythm appears to be due to a direct 
effect of the drug on cardiac muscle. 


* “L-nor-epinephrine, L-epinephrine, 
Adrenalin, and Orthoxine were fairly 
efficient in changing cardiac rhythm. 
All other sympathomimetic com- 
pounds had little or no effect on the 
arrhythmia of the heart. The admin-. 
istration of pure oxygen by tracheal 
insufflation had no striking influence 
on cardiac arrhythmia caused ‘by 
Methitural. Hemorrhage, by lowering 
the blood pressure, changed the car- 
diac arrhythmia to normal rhythm. 
Re-injection of the blood to restore 
the blood pressure, caused the ar- 
rhythmia to return. If cardiac ar- 
rhythmia was present, small doses of 
Methitural rapidly injected, caused a 
fall in blood pressure, and the disap- 
pearance of the arrhythmia, which 
had been produced by a previous in- 
jection of Methitural. : 


“If cardiac arrhythmia was pres- 


ent, stimulation of the central cut 


end of the femoral, ulnar, anterior 
tibial or sciatic nerves restored nor- 
mal rhythm if a fall in blood pressure 
accompanied the stimulation. If nor- 
mal rhythm was present, carotid 
artery occlusion, stimulation of the 
central cut ends of the vagus and 


sciatic nerves produced cardiac ar- 


rhythmia if the blood pressure was 
simultaneously increased sufficiently. 

“Cutting of the vagus nerves had 
no effect upon the production of car- 
diac arrhythmia. Amy] nitrite, his- 
tamine, quinidine, acetylcholine and 
stimulation of the peripheral end of 
the cut vagus nerve, all decreased the © 
arterial blood pressure and changed 
cardiac arrhythmia to normal cardiac 


rhythm.” 
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MANUALS OF SPECIAL INTEREST TO THE ANESTHETIST 


CULLEN’S ANESTHESIA — New 5th Edition 


A quick-reference guide by a foremost authority. Through emphasis on fundamentals and 
practical considerations the author develops a realistic and basic approach to the anes- 
thetist’s constant problems. Thoroughly up-to-date. By Stuart C. Cullen, M.D., Chairman, 
Division of Anesthesiology, State University of Iowa. 295 pages; Illustrated. $5.50 


KEATING’S ANAESTHETIC ACCIDENTS 


This | new manual correlates the current knowledge of anesthesia accidents. It emphasizes 
the prevention, diagnosis and treatment of the immediate and remote complications of 
general and regional anesthesia. | 

To further guide you the author states, where possible, accident incidence so that those 
working outside large hospitals may have a standard by which their own results may be 
measured. A comprehensive bibliography is also included. By V. Keating, M.B., D.A, 
F.A.A., R.C.S., Consultant Anaesthetist and Lecturer in Anaesthetics, University College 
of the West Indies. 261 pages; Illustrated. $5.00 


CULLEN & GROSS’ MEDICAL EMERGENCIES — Vew 3rd Edition 


A practical, time-tested little manual always wise to have close by, especially for counsel 
on airway emergencies, oxygen therapy usage, sudden cardiac arrest, etc. Just revised. 
By Stuart C. Cullen, M.D., Chairman, Division of Anesthesiology; and E. G. Gross, 
M.D., Head, Department of Meeting 165) State University of Iowa. 320 pages; Illus- 
trated. $5.75 


CAMPBELL’S: RESPIRATORY MUSCLES 
AND MECHANICS OF BREATHING 


The first modern, authoritative monograph on physiology of the respiratory muscles. An 
important and useful reference for all who work with anesthesia. By E. J. Moran Campbell, 
D., (Lond.) Dept. of Medicine, We Middlesex Hospital. 131 pages; Illustrated. $4.25 


THE YEAR BOOK PUBLISHERS, INC. 
200 E. ILLINOIS ST., CHICAGO 11, ILL, 


Enclosed is remittance for books checked. I understand full refund will be made if. book 
or books are unsatisfactory and returned within 10 days from receipt. 


AE 8-58 


Cullen's ANESTHESIA Keating’s ANAESTHETIC 
| | ACCIDENTS 
Cullen & Gross’ MEDICAL [] Campbell’s RESPIRATORY 
EMERGENCIES $5.75 MUSCLES $4.25 
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Zimmerman, M. C.: Anesthesia and 
antisepsis with benzalkonium chloride 
(Zephiran) ice cubes. Arch. Dermat. 77: 
122-123 (Jan.) 1958. 


“Chilling the skin with an ice cube 
of 1:1000 aqueous benzalkonium 
chloride (Zephiran) gives quick, 
painless, superficial anesthesia plus 
antisepsis. No other steps are neces- 
sary prior to minor electrosurgery. ... 
The painless onset of anesthesia 
without use of unfamiliar or fright- 
ening apparatus is particularly good 
for children. The ice cube also acts 
as 4 good psychological distraction 
for patients, young or old, giving the 
patient something to do, and to con- 
centrate his attention on other than 
pain perception.” 


Kier, L. C., Whitehead, R. W., and 
White, W. C.: Blood and urine levels in 
glutethimide (Doriden) intoxication. 
J.A.M.A. 166: 1861-1862 (April 12) 1958. 


“The widespread use of the popu- 

lar nonbarbiturate sedative glutethi- 
mide (Doriden) has been accom- 
panied by occasional reports of 
overdoses of this drug. Four fatal 
cases, allegedly due to poisoning by 
glutethimide, were documented for 
the first time by both autopsy re- 
ports and toxicological analysis. . 
In our experience with four nonfatal 
cases of glutethimide intoxication, 
both blood and urine levels were de- 
termined by the ultraviolet absorp- 
tion method of Goldbaum and as- 
sociates. ... 


“The ingestion of glutethimide is 
followed by a fairly constant and 
prolonged excretion (2 to 3 mg. per 
hour). . . . The blood level of glute- 
thimide decreases slowly after inges- 
tion. Narcosis is produced at blood 
levels of 2 to 3 mg. per 100 cc. or 
higher. Hemodialysis removes glute- 
thimide at a more rapid rate (100 to 
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400 times) than does the normal kid- 
ney. Gastric lavage should be under- 
taken any time after ingestion of 
glutethimide. Other drugs depressant 
to the central nervous system such 
as alcohol and barbiturates react sy- 
nergistically with glutethimide.” 


Tomskey, Gilbert, Bray, Kenneth 
and Adriani, John: The use of hypoten- 
sive anesthesia to control bleeding during 
nephrolithotomy. South. M. J. 51: 52-56 
(Jan.) 1958. 

“The excessive bleeding which is 
encountered at times during nephro- 
lithotomy increases operative difficul- 
ties and leads to hemorrhagic shock. 
. . . Unless the operative field is dry 
the surgeon is handicapped in remov- . 
ing all calculi. . . . During the past 
few years surgical procedures compli- 
cated by excessive unavoidable bleed- 
ing have been facilitated by use ‘of 
so-called controlled hypotensive anes- 
thesia... . 


“In general, the technic described 
by others in the management of hy- 
potension for operations on malignant 
disease was used in this series of six 
cases. . . . Hypotension was deliber- 
ately induced with Arfonad. .. . The 
bloodless field provided by this pro- 
cedure facilitated the operation and 
minimized blood loss. The use of the 
technic is justified in these patients 
because it facilitates the operation, 
reduced blood loss and decreases the 
amount of blood which must be re- 
placed.” 


Ito, Twao, Faulkner, W. R., and 
Kolff, W. J.: Metabolic acidosis and its 
correction in patients undergoing open- 
heart operation. Experimental basis and 
clinical results. Cleveland Clin. Quart. 24: 
193-203 (Oct.) 1957. 


“The occurrence of metabolic aci- 
dosis in patients undergoing open- 
heart operation has been recognized 


| 

| 

3 
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by Lillehei and his associates. Ac- 
cording to our observations, the most 
significant changes in blood pH occur 
not during, or immediately after op- 
eration, but about three hours post- 
operatively. As long as the patient is 
under anesthesia and his respiration 
is ‘helped’ by the anesthetist, an ex- 
cess of COs is blown off and the pH 
does not fall significantly. While the 
patient’s circulation is being main- 
tained by the heart-lung machine, 
the removal of COs via the oxygen- 
ator also helps to keep the pH within 
normal limits. However, three or 
more hours after completion of the 
operation the blood pH occasionally 
falls to a level that is incompatible 
with life. Whatever the underlying 
cause, the mechanism of death in 
some cases seems to be an dcidosis 
leading to failure 
by cardiac arrest. 


“The clinical results are pe on 
35 consecutive patients who under- 
went open-heart operation at the 
Cleveland Clinic while aided by a 
heart-lung machine. The types of 
artificial heart-lung used were the 
membrane oxygenator, the Melrose 
oxygenator, the Bjork oxygenator, 
and the modification of the Bjork 
oxygenator as described by Kay and 
associates. ... 


“This metabolic acidosis . . was 
experimentally produced by restrict- 
ing the cardiac output. Severe meta- 


bolic. acidosis was prevented or 


corrected by slow intravenous admin- 


istration of sodium bicarbonate dur- . 


ing the postoperative course. Severe 
metabolic acidosis sometimes leading 
to respiratory arrest followed by car- 
diac arrest and death also occurs in 
surgical patients who have not been 
treated with the heart-lung machine 
but who have been subjected to a 
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TIMELY REPORTS... 


on the most recent developments in the 
Field of Anesthesiology 


ANESTHESIA ABSTRACTS 


edited by 
John S. Lundy, M.D. and 
Florence A. McQuillen, R.N. 


ABSTRACTS contain expertly edited ar- 
ticles that have appeared both here and 
abroad. Each volume is a permanent ref- 
erence source, indexed by subject and 
author. Volume 48 is available for im- 
mediate delivery—Order your copy now. 


Since the number of issues varies each 
year from two to three, there is no pro- 
rated charge. You, or your hospital will 
be billed for each volume when you re- 
ceive it . . . and your standing order 
can be cancelled at any time just by 
sending us a card. 


Burgess Publishing Company 
426 So. 6th Street 
Minneapolis 15, Minn. 


{} Vol. 4B. $4.00 
(] Future Volumes as published. 

Vol. 46 3.50 
Vol: 3.50 


(Volumes not listed are out of print) 
These books will be charged to your ac- 


count; or 
[] Send on 30-Day Approval 
[] Send post-free, payment enclosed 


Name 
Address . 
City State 


| Burgess Publishing Company 


426 So. 6th St. 
Minneapolis 15, Minn. 
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period of decreased circulation. It 
should be looked for more frequently, 
since the acidosis is a condition that 
can be controlled or corrected.” 


Gyermek, L., and Nador,; K.: The 
pharmacology of  p-biphenylmethyJ-(dl-. 
tropyl-a-tropinium)-bromide. Arch. inter- 
nat. de pharmacodyn. et de therap. 113: 


1-14 (Dec.) 1957. 
“In 1950 we pointed out that the 


quaternary derivatives of 


atropine and homatropine block not - 
only parasympathetic nerve endings 


but also autonomic ganglia. On the 
basis of this finding we have dealt 
with the production and examination 
of a number of quaternary com- 
pounds of tropane structure in recent 
vears. .. 

“In our preliminary studies we 
found the most suitable substance to 
be: p-biphenylmethyl-(dl-tropyl) -a- 
tropinium) bromide (N-399); after 
more detailed pharmacological inves- 
tigation it was tested clinically under 
the name Gastropin. We now describe 
the pharmacological properties of this 
substance. .. . 

“The peculiarity of this new tro- 
pane derivative is that as well as 
blocking the parasympathetic nerve 
endings it also blocks several auto- 
nomic synaptic functions. When it is 
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compared with other anticholinergic 
substances it appears to unite opti-— 
mally the parasympatholytic and 
ganglion-blocking properties. On the 
basis of these advantageous pharma- 
cological results Gastropin has been 
clinically tested with success.” 


Burton, R. M., Sodd, Mary Ann and 
Goldin, A.: Some effects of lysergic acid 
diethylamide on _ barbiturate anesthesia. 
Arch. internat. de pharmacodyn. et de 
therap. 113: 83-88 (Dec.) 1957. : 

“During the course of studies on 


the mechanism of action of marsilid — 
prolongation of anesthesia and while 
investigating the effects of lysergic 
acid diethylamide (LSD) on reser- 
pine-sedated animals, it was observed 
that under certain conditions’ LSD 
could prolong the duration of bar- 
biturate anesthesia in mice. . . . The 
mice used in these experiments were 
(C57 Black males, 8 to 10 weeks 

“Lysergic acid diethylamide 
(LSD) has been found to prolong 
pentobarbital and hexobarbital. anes- 
thesia. 2-Bromo-d-lysergic acid die- 


 “‘thylamide (BOL-148) did not extend 


the duration of anesthesia under the 
same conditions. Pentobarbital was 
shown to be a competitive inhibitor 
of LSD metabolism in vitro.” 
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Classified Advertisements 


WANTED: AANA member to share 
with two. other nurse anesthetists, in 
100 bed accredited hospital, surgery 
and some OB work. Private fee basis. 
Excellent opportunity. Write: Anes- 
thesia Department, Ephraim McDowell 
Memorial Hospital, Danville, Ken- 
—tucky. 


WANTED: REGISTERED NURSE 
ANESTHETIST: 180 bed hospital, 
modern equipment. Approved by Joint 
Commission on Accreditation of Hos- 
‘pitals. $500.00 per month salary. May 
become eligible for retirement benefits. 
Contact A. M. Tieche, Administrator, 


Beckley Hospital, Inc., 1007 So. Oak- 


wood Ave., Beckley, West Ver 


NURSE ANESTHETIST: New 190 


bed Catholic Hospital for Children. 
University affiliated, $600 per month 
includes compensation for call. Anes- 
thesiologist in charge of department. 
Air-conditioned, two weeks vacation, 
sick leave, social security. Apply: Ad- 
ministrator, Cardinal Glennon Memo- 
rial Hospital for Children, 1465 S. 
Grand Ave., St. Louis 4, Missouri. 


Board certified specialty clinic of 40 
men needs the services of a nursé anes- 
thetist. Anesthesia Department consists 
of an anesthesiologist and 3 nurse 
anesthetists. Starting salary $500 per 
month with vacation and sick leave. 
Clinic located in midwest university 
community of 100,000. Reply Box B-27, 
Journal American Association of Nurse 
Anesthetists, Prudential Plaza, Suite 
3010, Chicago 1, Illinois. | 


REGISTERED NURSE ANESTHE- 
TIST—Member of. 10 nurse team for 
large, new operating pavilion. Latest 
equipment and procedures used for 
regular and developmental surgery. No 
recovery or constant care duties. 5 day, 
40 hour week plus exceptional benefits. 
Salary based on experience and subject 
to merit review. Apply: J. T. Hutson, 
Personnel Director, Cleveland Clinic 
2020 E. 93rd St., Cleveland 6, 


ANESTHETIST-NURSE: 250 bed 
general hospital; excellent working 
conditions and personnel policies. 
Write Mr. Bert Stajich, Assistant Ad- — 
ministrator, Columbia Hospital, 3321 
N. Maryland Ave., Milwaukee 11, Wis. 


NURSE ANESTHETIST: hide 50- 
bed hospital; excellent working condi- 
tions and personnel policies; contact 
Administrator, Dearborn County Hos- 
pital, P.O. Box 72, Lawrenceburg, 
Indiana. 


WANTED: Two Nurse Anesthetists 
to complete staff of six; 335 bed county 
general and private hospital. No OB 
call; only two 24-hour calls per month; 
above average salary for this area with 
substantial increase after 6 months 
plus one meal and laundry. 2 pension 
plans available; liberal vacation and 
sick leave. AANA member preferred. 
Apply Administrator, Duval Medical 
Center, Jacksonville, Florida. 


NURSE ANESTHETISTS (4) 


University hospital—Anesthesiologists 
and Nurse Anesthetists. Large dept.— 
all types of anesthesia — all benefits. 
Apply Anesthesiologist in charge, 
NEW YORK HOSPITAL— 
CORNELL UNIVERSITY 
MEDICAL CENTER, 


525 E. 68th St., New York 21, N. Y. 


REGISTERED NURSE ANESTHE- 
TIST for county hospital of 100 beds. 
Two anesthesiologists in city of 
130,000 on the Gulf of Mexico. Ex- 
cellent personnel policies, Social Secur- 
ity and County Retirement program, 
meals, laundry, salary open. Transpor- 
tation for interview if applicant accepts 
position. Contact J. W. Bancroft, Ad- 
ministrator, Escambia General Hospi- 
tal, Pensacola, Florida. 


NURSE ANESTHETIST: Salary 
$450.00 to $540.00 per month plus lib- 
eral fringe benefits. Case compensation 
for overtime, Easily make $750 per 
month. Apply Director of Anesthesia, 
Pontiac General Hospital, Pontiac, 
Michigan. 


q 
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NURSE ANESTHETIST—Excellent 
working conditions, $450.00 per month 
with annual increases of 
month, Three weeks vacation after one 
year, minimum of two weeks sick 
leave. Usual employee benefits. Lex- 
ington is located in “The Heart of the 
Bluegrass” famous for horse racing 
and tobacco industries, home of Uni- 
versity of Kentucky and Transylvania 
College. Apply, Assistant Administra- 
tor, y pe Samaritan Hospital, South 
Limestone St., Lexington, Kentucky. 


NURSE ANESTHETIST — 150 bed 
hospital — suburban community north 
of Chicago on shore of Lake Michi- 
gan. New surgery and other facilities 
under construction. Department of 
four nurse anesthetists under an M.D. 
anesthetist. $450 minimum salary. Mer- 
it raises. Good living facilities. For 
further details write Personnel Direc- 
tor, Highland Park Hospital Founda- 
tion, Highland Park, 


WANTED: Registered Nurse Anes- 
thetist for 115 bed hospital. Excellent 
working conditions. Three Nurse 
Anesthetists employed full time. Start- 
ing salary $450 per month. Two weeks 
paid vacation. Near Sun Valley and 
Yellowstone Park. Group Blue Cross 
Health Insurance Plan. 


benefits. Contact Grant C. Burgon, Ad- 
ministrator, Idaho Falls L.D.S. 
pital, Idaho Falls, Idaho. 


WANTED: FOUR NURSE ANES- 
THETISTS for enlarged anesthesia 


department in a 250 bed general hos- 


pital located in a resort town eight 
miles from famous Wrightsville Beach, 
N. C. At present have eight full time 
nurse anesthetists. Write James Walk- 
er Memorial Hospital, Wilmington, 
North. Carolina. 


POSITION DESIRED — Anesthetist, 
Male, AANA member. Available Oc- 
tober 1, 1958. Desires permanent po- 
sition in 150-300 bed hospital or group, 
in city of 75,000-200,000. Eight years 
experience, all agents and technics. 
Salary open. Listing of references and 
experience furnished upon request. Ad- 
dress inquiries to Box 
American Association of Nurse Anes- 
thetists, Prudential Plaza, Suite 3010, 
Chicago, Illinois. 


25.00 per . 


tandard per- . 
sonnel policies and Social Security 


Hos- | 


B-22, Journal 
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NURSE ANESTHETISTS: Univer- 
sity Hospital. Anesthesiologists and 
Nurse Anesthetists. All types of anes- 
thesia and surgery. Salary from $4680. 
Grace-New Haven Community Hospi- 
tal, Division of Yale New Haven Med- 
ical Center. Apply A. J. Gillies, M.D., 

789 Howard Ave., New Haven, Conn. 


POSITION WANTED—Nurse Anes- 
thetist, Male, experienced in all types 
of anesthesia. Wishes position in New 
Jersey, Connecticut, Massachusetts 
area. Asking salary $500 per month. 
Box B-25, Journal American Associ- 
ation of Nurse Anesthetists, Prudential 
Plaza, Suite 3010, Chicago 1, Illinois. 


WANTED: Nurse Anesthetist to com- 
plete staff of five, College city, 60,000 
population oil center, modern hospital, 
approximately 500 beds, new operating 
room suite, rotate surgery call reef 
5th night and 5th week end; no O.B. 
call; room and board available. Con- 
tact: O. P. Daly, Superintendent, La- 
fayette Charity Hospital, Lafayette, 
Louisiana. 


WANTED: Nurse Anesthetist in six- 
ty-six bed general hospital. Expansion 
to 104 beds under way. Located in an 
exclusive suburb of Chicago. Chicago 


_North Shore & Milwaukee and Chi- 


cago & Northwestern trains serve the 
community. Modern anesthesia equip- 
ment. Three anesthetists in depart- 
ment. Good salary, four weeks vaca- 
tion, other benefits. Apply: Personnei 
Director, Lake Forest Hospital, Lake 
Forest, . Illinois. 


WANTED—One Nurse Anesthetist to 
work with Anesthesiologists. Apply: 
R. R. Lamb, M.D., 312 Bellevue Ave., 
Trenton, New Jersey. 


REGISTERED NURSE ANESTHE- 
TISTS for 120-bed fully accredited 
general hospital. Three anesthetists on 
staff with anesthesiologist in consulta- 
tion. Near Chicago. Excellent em- 
ployee benefits and salary. Apply: 
Administrator, Community Hospital, 
Geneva, Illinois. 


WANTED: Registered Nurse Anes- 
thetist. Write or call Dr. L. G. Merrill, 
St. Benedicts Hospital, Ogden, Utah, 
for details. 


| 
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Lutheran aia Hospital, a 200 
bed general hospital located on_ the 
near northwest side of Chicago, is in 
need of an anesthetist. For details 
write to the Executive Director, Lu- 
theran Deaconess Hospital, 1138 North 
Leavitt Street, Chicago 22, Illinois. 


WANTED: Surgical anesthetist for 
150 bed general hospital central Ne- 
braska. Excellent working conditions 
and personnel policies. $500.00 per 
month to $550.00 per month and full 
maintenance. Apply: Box M-28, Jour- 
nal, American Association of Nurse 
Anesthetists, Prudential Plaza, Chi- 
cago 1, Illinois. | 


NURSE ANESTHETIST—Accredit- 
ed 237-bed general hospital. Modern 
air-conditioned facilities. Department 
consists of a Head Nurse Anesthetist 
and 5 staff members. Call is evenly ro- 
tated every fifth night. Salary open 
depending upon experience. 
employee benefits. Apply Miss Lucy 
Richards, Head Nurse Anesthetist, Lu- 
theran Hospital, 2609 Franklin Bivd., 
Cleveland 13, Ohio. 


WANTED: Nurse for 
1450 bed teaching hospital. Staff of 5 
Anesthesiologists, 5 Residents and 5 
Nurse Anesthetists. Liberal vacation, 
holiday. and sick leave benefits; only 
emergency operations on Saturday and 
Sunday. State age, qualifications and 
school of anesthesia; also minimum 
monthly salary expected. Write Mr. 
George Bondranko, Head Nurse Anes- 
thetist, c/o Personnel Office, Medical 
College of Hospital, Rich- 
mond, Va. 


ANESTHETIST needed summer . 


1958. 400 bed modern hospital. Active 
‘surgical and obstetrical services. New 
surgery under construction. Salary de- 
pendent on training and _ experience. 
Social Security, low cost life insurance. 
Annual vacation and sick leave after 
1 year. Medical anesthesiologist in 
charge. Contact Director of Anes- 


thesia, Methodist Hospital, Peoria, Ill. 
‘ANESTHETISTS: Opening for 2 


Registered Nurse Anesthetists in a 
modern and progressive hospital. Ex- 
cellent salary, plus premium for call 
duty. Write Personnel Director, Mount 
Sinai Hospital, 908 N. 12th St., Mil- 
waukee, Wisconsin. | 
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NURSE ANESTHETIST: for ap- 
proved 380 bed general hospital. 40 
hour week, minimum night call, liberal 
vacation and other benefits. Quarters 


and maintenance available. Free laun- 


dry of uniforms. Starting salary $470. 
Full staff includes 3 Anesthesiologists, 
9 anesthetists. Write Personnel Direc- 
tor, Miller Hospital, St. Paul, Minn. 


NURSE ANESTHETIST — for posi- 
tion in 134 bed general hospital; salary, 
living conditions, etc., very desirable: 
salary open and includes board, room, 
laundry and insurance benefits; soca 
tion on East Side of St. Paul, bus se 

ice convenient to all areas; minimu 

amount of call; two other anesthetists 
on duty. Write E. M. Garnett, R.N., 
Administrator, Mounds Park Hospital, 
200 Earl Street, St. Paul 6, Minnesota. 


Liberal | 


_apolis 4, Minnesota. 


ANESTHETIST, Nurse, excellent 


working conditions, beginning salary 


$400.00 with extra pay for call duty; 
four weeks’ vacation annually; sick 
leave and other employee benefits; de- 
partment under direction of M.D. 
Personnel De- 
partment, inai Hospital, Minne- 


NURSE ANESTHETISTS wanted 


for new 40 bed hospital. Quarters in 


new nurses’ home with living room, 
kitchenette, etc., or outside if prefer- 
red. Staff has six doctors, two tech- 
nicians and twenty nurses with no 
friction among them, or between them 
and the trustees. Position pays about 
five thousand dollars a year on fee 
basis or can be on salary if desired. 
Hospital located in quiet New England 
town catering to exclusive resort clien- 
tele. Excellent climate, rarely above 
seventy-five degrees -in summer, or be- 
low twenty above in winter. Apply 
Leroy H. True, Nantucket Cottage 
Hospital, Nantucket, Massachusetts. 


NURSE ANESTHETIST—Sage Me- 


morial Hospital (60-bed hospital, 56 
miles from Gallup, N. Mex.), Ganado, 
Arizona, Single woman, graduate of 
approved school of nursing and anes- 
thesia. Experience preferred. Write 
stating qualifications. United Presby- 
terian Church in U.S.A., Board of Na- 
tional Missions, Room 703, 156 Fifth 
Avenue, New York 10, N. 'Y. 


\ 
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REGISTERED NURSE ANESTHE- 
TIST: Excellent working conditions 
in modern 132-bed hospital. Friendiy 
community with two colleges. Begin- 
ning salary $500 plus call pay. Apply 
Ralph B. Bersell, Administrator, Pas- 
savant Memorial Area Hospital, _— 
sonville, Illinois. 


NURSE 


Anesthetist 
175 Beds— 
Fully Accredited Hospital 
Obstetrical Service included. 
Salary open. | 
Apply to Dr. M. Bauer 


YONKERS 
GENERAL HOSPITAL 
Yonkers, N. Y. 


NURSE ANESTHETIST — 182 bed 
General Hospital. Four anesthetists on 
staff. Civil Service—salary $487. Write 
Superintendent, Puumaile and Hilo 
Memorial Hospital, Hilo, Hawaii. | 


NURSE ANESTHETIST: Starting 


salary for A.A.N.A. member $415 per 
month with three annual increases of 
$15 per month to $460 per month after 
three years. Starting salary if not 
member of A.A.N.A. $380 per month 
increased to $415 per month after ac- 
cepted as member of A.A.N.A. Also 
included: laundry, private room with 
bath, and telephone in new women’s 


residence or $27 per month allowance 


if living out; Social Security; pension 
plan; 40 hour week including full time 
credit for first call, second call paid 
for cases done; six paid holidays; 30 
days annual vacation; liberal sick leave 
policy. Apply: Marshall Kerry, N.D., 
Chief Anesthesiology, The Reading 
Hospital, Reading, Pennsylvania. 


FOURTH ANESTHETIST needed 
for attractive position in modern 112 
bed fully accredited hospital. Active 
surgical schedule. Starting salary 
$114.40 weekly. Liberal yearly in- 
creases. Numerous employee benefits. 
Pleasant living in small community 


-. environment, Commuting time — 10 


minutes per day. Rentals low. Write 
Alan B. Campbell, Administrator, 
Richland Memorial Hospital, 
Illinois. 


Olney, 


crease personnel, 
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WANTED: NURSE ANESTHE- 
TIST: 38-bed general hospital. Ar- 
rangements made alternate call, week- 
ends off. Salary open. Contact: Super- 
intendent, Red Wing City Hospital, 
Red Wing, Minnesota. 


WANTED: Nurse Anesthetist to in- 
For details write 
John C. Doerr, M.D., Chief of Anes- 
thesiology, Roper Hospital, 315 Cal- 
houn Street, Charleston 15, S. C. 


WANTED: NURSE ANESTHE- 
TIST—modern 35 bed general hospi- 
tal. Contact: Administrator, Santiam 
Memorial Hospital, Stayton, Oregon 
giving qualifications and salary ex- 
pected. 


REGISTERED NURSE ANESTHE- 
TIST in fully accredited 200 bed gen- 
eral hospital with new surgeries. Near 
Yellowstone Park. Share service equal- 
ly with four anesthetists—three anes- 
thesiologists on staff. Starting salary 
$500 per month—regular increments to 
$575. Vacation, holiday, sick leave, and 
social security benefits. Thirty physi- 
cian surgical staff covering all special- 
ties. Apply to Administrator, St. Vin- 
cent’s Hospital, Billings, Montana. 


REGISTERED NURSE ANESTHE- 
TIST—Ultra-modern 450 bed, air-con- 
ditioned general hospital in Northeast- 
ern Wisconsin. Five day week, no call, 
Social Security, liberal vacation, holi- 
days and sick leave, Starting salary 
$425 per month with periodic increases. © 
Contact: Sister Rose Marie, Adminis- 
trator, St. Vincent Hospital, Green 
Bay, Wisconsin, 


NURSE ANESTHETIST: 93 bed, 
fully accredited general hospital on 
southeastern coast. Starting salary 
$400.00 per month plus meals and 
room. Two weeks vacation per year. 
Two in department. No surgery sched- 
uled Saturday or Sunday and no O.B. 
call. Liberal sick leave and 6 holidays 
per year. Hospitalization insurance 
paid. Under Social Security. Apply: 
Box B-26, Journal American Associ- 
ation of Nurse Anesthetists, Prudential 
Plaza, Suite 3010, Chicago 1, Illinois. 


August, 1958 


NURSE ANESTHETIST — Salary 
$433-$478 per month with extra pay 
for on call and overtime duty. Modern, 
newly constructed 600 bed county hos- 
pital. Excellent working conditions 
with liberal sick leave, vacation, and 
retirement benefits. Contact John Dou- 
benmier, Administrator, Kern County 
General Hospital, Bakersfield, Calif. 


WANTED: Registered Nurse Anes- 
thetists. Hospital fully accredited, full 
time anesthesiologist. Apply to Dr. 
TT. N. F. Todd, North Memorial Hos- 
pital, 3220 Lowry Avenue North, Min- 
neapolis 22, Minnesota. : 


NURSE ANESTHETIST: 125 bed 
general hospital, Southeastern Massa- 
chusetts, to work with Anesthesiolo- 
gist. Salary, etc. open, depending on 
training and experience. Write: Wil- 
liam H. Lewis, M. D., 376 Tremont 
Street, Taunton, Massachusetts. 


WANTED: A.A.N.A. Member. Uni- 
versity Hospital, large department, all 
types anesthesia, 40 hour week, excel- 
lent personnel policies, salary depend- 
ent on experience, no obstetrics, Ap- 
ply: Dr. E. Trier Morch, Anesthesia 
Department, University of Chicago 
Clinics, 950 East 59th Street, Chi- 
cago 37, Illinois. 


VIRGINIA VACANCY for anesthe- 
tist in the 500 bed teaching hospital of 
the University of Virginia Medical 
Center. Pleasant community with col- 
lege social, educational, and cultural 
advantages. Attractive work schedule. 
Liberal personnel policies. Write: Per- 
sonnel Director, 1416 West Main 
Street, Charlottesville, Virginia. 


NURSE ANESTHETIST — fully-ap- 
proved general hospital, no maternity 
cases, good working conditions; $600 
per month, plus meals. Inquire: Ad- 
ministrator, West Texas Hospital, 
Lubbock, Texas. | 


NURSE ANESTHETIST for mod- 
ern, 150-bed, fully approved, general 
hospital, located 50 miles south of 
Washington, D. C. Additional anes- 
thetists needed to improve working 
conditions. Starting salary $475.00 per 
month. Reply: Administrator, Mary 
Washington Hospital, Fredericksburg, 
Virginia. | 
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NURSE ANESTHETISTS: Modern 
600 bed hospital, 30 miles from New 
York City, 40 hours a week, 30 days 
vacation, Pension plan plus Social Se- 
curity. Salary controlled by Civil Serv- 


ice. For details apply: Director of 


Anesthesiology, Meadowbrook Hospi- 
tal, Hempstead, L. I., New York. 


NURSE ANESTHETIST: New 142 
bed, air-conditioned, approved general 
hospital. College town 30,000 near 
Nashville. Pleasant work conditions, 
employee benefits. Guaranteed mini- 
mum, extra for call. Administrator, 
Memorial Hospital, Clarksville, Tenn- 
essee. 


WANTED: Nurse Anesthetist. 173 
bed hospital located in Midwestern 
University town of 130,000. Hospital 
fully accredited. School of Nursing. 
Building program contemplated. 
Meals. Starting salary $500.00. Call 
quarters on hospital premises. Write: 
Personnel Manager, Lincoln General 
Hospital, 2315 South 17th Street, Lin- 
coln, Nebraska. 


NURSE ANESTHETIST to com- 
plete staff of five for 260 adult bed 
hospital, expanding to 500 soon, lo- 
cated near business district, Akron, 
Ohio. Surgery and OB. No call except 
relief. Forty hour week, extra for over- 
time. Four weeks vacation after year. 
Base pay after boards $425.00, qualifi- 
cations and experience govern salary 
offer. Apply: Administrator, St. Thom- 


as Hospital, 440 North Main Street, 


Akron, Ohio. 


_ NURSE ANESTHETISTS — Modern 


recently expanded 240 bed general hos- 
pital, new recovery room, busy surgi- 
cal service, fully accredited hospital. 


Located in Piedmont section of North > 


Carolina. Increasing Anesthesia Staff, 
several vacancies. Starting salary for 
raduates without previous experience 
$500.00 per month, registered experi- 
enced $550.00 per month, plus on-duty- 
meal and laundry of uniforms. Limited 
number of accommodations at nominal 
fees. Apply to W. R. Peters, Director, 
High Point Memorial Hospital, High 
Point, North Carolina. 


| 
| 
| 
| 
| 
| 

| 
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CHICAGO OPENING: Need Nurse 


Anesthetist to complete staff of seven 
in an approved 175 bed general hos- 
pital. All types of anesthesia. Salary 
$500 per month, 40 hour week, no week 
end call, 4 weeks paid vacation. Apply 
to Miss Arlene Randall, C.R.N.A., Di- 
rector Anesthesia Department, Nor- 
wegian American Hospital, 1044 N. 
Francisco Avenue, Chicago 22, Illinois. 
Telephone: Brunswick 8-8800. During 
the Convention inquire at A.A.N.A. 
Booth 406 for details of interview ap- 
pointments, 


WANTED: Nurse Anesthetists, par- 
ticularly interested in obstetrics. Salary 
open. Midwest. Apply: Carl C. Lam- 
ley, Executive Director, Stormont-Vail 
Hospital, Topeka, Kansas. 


NURSE ANESTHETIST: $450 per 
month with experience for a 40-hour 
week, increments, paid overtime, six 
paid holidays, one month vacation, no 
nights except for relief, endotracheal 
experience required, All types of work 
except Pediatrics. Modern air-condi- 
tioned suites. Apply: William E. 
Montgomery, R.N., Chief Nurse Anes- 
thetist, Akron General Hospital, Ak- 
ron, Ohio. 
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THE BREATHOPHONE 


Hear each breath when administering 
anesthesia via the BREATHOPHONE~.-a 
battery operated, breathing inonitor with 
loudspeaker. 

Small T-tube contains microphone which 
slips onto any anesthesia machine. Micro- 
phone connects to transistor amplifier 
which can be modulated from a low whis- 
per to a volume loud enough to be heard 
in the next room. 


Patient safety is tremendously increased. 
Frees your eyes from breathing bag fati- 
gue. If mucous accumulates in airway— 
you'll hear it. If minutest obstruction oc- 
curs—you’ll hear it. In pediatric anesthesia | 
you'll actually hear the infant breathe 
loud and clearly. Battery lasts 4 to 6 
months. 

Safe with explosive gases. Conforms to 
Par.-2l-a ‘Safe Practice For Hospital 
Operating Rooms,”’ National Fire Preven- 
tion Association. Guaranteed for one full 
year. 

Send for BREATHOPHONE for free 
10 day trial. If you don’t want it after 10 
days return it. No further obligation, Price 
only $94.50, includes battery. 


THE BREATHOPHONE CO. 
2105 W. North Avenue Baltimore 17, Md. 


The TWENTY-NINTH QUALI-| 
FYING EXAMINATION for. 
membership in the American Asso- 
ciation of Nurse Anesthetists will 
be conducted on May 9, 1959. The 
deadline for accepting completed 
applications including the tran- 
scripts is March 30. Notice of eligi- | 
bility will be mailed about April 6. 


Applications should be forwarded 
early enough to allow time to re-. 
quest transcripts and have them re- 
turned to the Executive Office be- 
fore the deadline date. 


The TWENTY-EIGHTH QUAL- 
IFYING EXAMINATION for 
membership in the American Asso- 
ciation of Nurse Anesthetists will be 
conducted on November 8, 1958. 
The deadline for accepting com- 
pleted applications including the 
transcripts is October 1. Notice of 
eligibility will be mailed about Oc- 
tober 8. 


Applications should be forwarded 


early enough to allow time to re- 


quest transcripts and have them re- 
turned to the Executive Office 
before the deadline date. 


HEAR 
HEAR 
HEAR 4, 


$Y. 


Caution: Federal law. withoot | 


\SQuIBB & SONS, NEw Voth 


SION OF OLIN MATHIESON cumMiene CORPORA 


N THE WORLD 


44 


Hence, Squibb Ether is protected against oxidation 


able “ List 
Ether Squibb 
FOR ANE SIA 
U.S. P. produced exgliasi anesthetic uj gf super 
stable witty | @ Ahe original iy 
Danufactur sthetic quality, sold only 
On aging in AB containers. | 
ns; 
| | 
Superior in purity and potency 
THE MOST WIDELY USED 
ANESTHETIC ETHER 
Squibb Ether is packaged in copper-lined containers. 
original purity and excellence of Squibb Ether is pre- 
served indefinitely. 
Copper-lined tins of 14 Ib., 14 Ib. and 1 Ib. | 
wy, | 
SQUIBB || Squibb Quality—the.Priceless Ingredient 
SQUIGB | 
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USE HERCO SERIES “100° NEW — 
CONDUCTIVE ANESTHESIA MASKS 


SMALL 101-C MEDIUM 102-C LARGE 103-C 


FOR USE ON THE POPULAR 
7/8” INHALER CASTING 


LIGHT WEIGHT — SMOOTH — SANITARY FINISH 
FORM FITTING — SOFT —- PNEUMATIC CUSHION 
DOES NOT MARK PATIENT’S FACE | 
CONDUCTIVITY GUARANTEED SAFE TO 
NFPA SPECIFICATIONS 


E. RICHARDS COMPANY, INC. 
Box 345, Toledo 2, Ohio 


INDEX TO ADVERTISERS 


Abbott Laboratories ....... = 140 
Linde Air Products Co., A Division of Union Carbide Corp. IBC 
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During postoperative recovery. 


“Experience has shown that the greatest acute | 
danger to which the surgical patient is exposed ro 
occurs during the first hour after anesthesia 
and surgery. During this time a variety of com- : 
plications can occur which profoundly embar- | 
rass vital functions.... Among the derangements 
encountered are respiratory depression, apnea, “ 
obstruction, bronchospasm, aspiration and ate-. | 
lectasis. The goal in each instance [of respira- 

tory derangement] is to correct the difficulty | 
and provide oxygen as soon as possible.” 


” 


“Recovery Room in the Care of the Surgical Patient, _ 
V. J. Collins: New York State Journal of Mediéine F 
55:782 (March 15) 1955. 


TRACE wann 


you can rely on OXYGEN U.S.P. by 


- --- producer of 

Linde Air Products Company (Dept. AN-8) 

Division of Union Carbide Corporation hig hest-pur uly oxygen 
for more than 50 years 


30 East 42nd Street, New York 17, N. Y. 
Please add my name to the complimentary mailing list for 
OxyYcEN THERAPY NEws — your monthly review of current 

articles on the use of oxygen in medicine. 


OR terms “Linde” UN ION 
trade-marks of 
Union Carbide Corporation. 


ey, 


